MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q) 16 46 
1639 CERTIFICATE OF DEATH Reg. Dit. No 


1. PLACE sy Ph beeher, RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


ie ‘5 b. COUNTY * 
ARR manana || ° TPA AAP LALO 0 


b. CITY OR TOWN (If KO corporote o— write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TO (IF outside corporote limits, write RURAL ond give neares! town) 
bys 7 ay nearest ey ary 
RVRACA, LUEST AAMC TER. M7 * 


d. “4 e heen i Path in nositon give ated oddress) d. STREET ADDRESS . IS RESIDENCE / 


OR INS) V ALAC BLE 2 4 LD LINE mt mes 


3. NAME OF Middie 4. DATE Month 


BECEARD 2 LL /AEN GERTRUDE ARMACOS tan FEB, z 


Ss. SEXY 6. COLOR 3. Meo an MARRIED [_] NEVER MARRIED 7 J 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 | 1F UNDER 24 HRS. 
lost birthdoy) in. 
LLPOV pS wivowen | _vivorceoE] | 2 7 Jan /872~ ; ea Res 


g USUAL OCCUPATION (Give kind of so done| 10b. KIND OF BUSINESS OR INDUSTRY] 11, LBD) HPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Ld 


Page: 


Bluring most of working life, evea jfretired) 


OZ LUA Typ he Co, 
{ ib 1H FATH! NAME 14. MOTHER'S: 2 NAME 


” BA Comstantine. Zenobia- Larrish. 


IS. WAS DECEASED EVER IN U. S, ARMED FORCES? |76. SOCIAL SECURITY NO. |17. INFORMANT Address 


{Y¥es, no, oF unknown] {it ye, give wor oF dotes of vervice| 


1B. CAUSE OF DEATH [Enter only one ee i for (0), (b). ond (c)-} INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0] 


ar DUE TO 


Conditions, if ony, which 
gove rise to immediote 

cote (0), stoting the under. ( OVETO 
lying couse lost. (c 
as See en 


———— 
Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. er 
yes) NO 


ASE ae Mayne aa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Hl of item 1B.) 
{EIIHER, NOTIFLAREDICAL EXAMINER) A? ae 


20c, TIME OF INJURY Month, se Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 1 20f, (City or town) {County} (Stote) 
Hour 9. m. While Not white tose smews oflice Bicoe-atci) | 
eee oO, —— 


21. | certify Ere ed the ee o, 1933. /,thot | last sow the deceased 


igned by the attending physician and campletely fil 
Then please remave carban papers. 


ansit permit. 


MEDICAL CERTIFICATION 


alive on zg » from the causes ond an the "Hes stated abave, 


a © Ny OL Ldn ft. oe oP. da Je thmi: nls aly 


RECTOR: After 


. Cc ALI =n MOULTCN, M.D. ce fad i 
eee WESTMINSTER, MD 


auld be detached far use as the buri 
the registrar priar ta burial, crematian, or remaval, and in any event within 72 hours after death. 


be retained by the hospital or 


ee 


, town, or county) 


BLL 


Zt a4 

aa. REC'D BY REGISTRAR | 24. REGISTRAR'S SI 
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TO FU 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i) 1 647 
( aia 1649 CERTIFICATE OF DEATH i tora Ok 


ant 


gee } 
re } 2. USUAL RESIDENCE (Wheew deceosed lived. If institution: Residence before ogmisich) 
22 = b. COUNTY Jif) 
= LA. LEC 
Be A CITY ES TOWN (If onffide corpgrote limits, wrjte RURAL ond give nearest town) 
HS 2B abl. *| 
23 TEA LZ) <1 Le ‘ Uh’ A ett freer gt 
22 d. NAME OF HOSPITAL (If not in hospitol, give street oddreh} d, STREET ADDRESS ; ©. 15 RESIDENCE 
= 4 OR INSTITUTIC i ‘ON A FARM? 
ae YS 2 No 
e 
3. NAME OF First Middl 9 4. DAI ; 
ww (aeg Lyf irs idle ! - t DATE 2 Mgath __ Dey Yeor 
3 Aiyee or erin LALA VU AILEY z 5 ea Og oper 


6. COLOR OR RACE |7. MARRIED DRENEVER MARRIED (] 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


fost birthteg] | Month : 
woowemia oWorce Cy AS 7 "| Months] Boyt | Hours [Min 
Me Toa, USUAC SCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSUAY|[11, BIRTHPLACE (Sate or foreign county} 12, CITIZEN OF WHAT COUNTRY? 
e F ring mosyof xOxhmngsitereven it relired) y,) Hi é 
3 Littidi?es LL of. SS. Be 
5 TO AIREW “8 NAM 14, MOTHER'S MAIDEN NAME 
5 —= i a z , 


j LEN ttt LttLE (ow a Lok 


WAS: DECEASED EVER IN U. S. ARMER, A ORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address + 
testers wees (Wye give wor or dies of vervie) [ es A ZG f 4 V4 
4, ZL = Ale She C00 Da Sreten Ltpinaten ~ byslio Les wel, 


Then please remave carban papers. Page: 


18. CAUSE OF DEATH [Enter only one couse Per lin line for {o), o ‘ond {c}. ly, "4 7 if a {NT ERY AL BETWEEN. 
PART I. DEATH WAS CAUSED BY: Tit /\ p J / Pe Pag 
IMMEDIATE CAUSE {0 AA AA, CLA et OD A a 
ELS K DUE TO ( WA 


Conditions, if ony, which 6 
gove rise 10 immediote 

catse {0}, stoting the under. SUE TO 
lying couse lost. {c 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Rees 
ME 
} yes] NOT] 


The. law requires that the death certificate be executed within 24 hours offer death: Page 4 


‘etained by the haspital or attending physician. 


& 


20a. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY fHome, farm, ; 20f. (City or town) {County) (Stote) 
Hour 0. m. While Not stile factory, street, office bldg.,. etc.) ¢ 
p.m. 19 lot work (J of work ‘ 


the ne ET He SL WZ. 0 Bf 45 f___., 18 Zihot | lost saw the deceased 


21.1 ae, | attende 
live an__@> é +f ee WAL, 0 and that death occurred at ZSo, ALM, fro the causes and an the date stated abave. 
DATE SIGNED 


TO HOSPITAL OR ATTENDING PHYSICIAN 
MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physician and completely 


L DIRECTOR: 


PHYSICIAN'S mis ° 


NAME (Type) |_| NAME (Type) VALAA fa, fy pay f LARS | 


A 
L 
[220. BURIAL, CREMATION, | 22. DATE THEREOF wes THEREOF o> METERY_OR Y 7s. LOCATION (City, town, or count State| 
ei abley «cee ceene) Lake fesset ' 
L224 Ae Cay 2 C26 
. fol m f 240. ougoa a oe as 'S SIGNATURE 


ould be detached for use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar removal, and in any event within 72. 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 1 6 4 8 


1641 CERTIFICATE OF DEATH wiachipees se ee 


se 
a = p. Sa a % bps hah {Where deceased lived. If institution: Residence before admission) 
38 ‘i Carroll MARYLAND |] * Maryland » COUNTY Carroll 
Be b. CITY OR TOWN (If outside corpor: its, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
oa RURAL _ond give neores? town’ 
a2 Rural, Nr. Wertaiuscer Life /Rural, Nr. Westminster 
= sy d. NAME OF HOSPITAL {If not in hospital, give sireet address) / d. STREET ADDRESS e. 1§ RESIDENCE 
= ty RIN! ON A FARM? 
aS yers Dist. Westminster, Md. R.D.1 (Myers Dist es tf noQ 
5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
n (Type oF print) Bessie Larve Bankert DEATH 2/12/57 19 
& $. SEX 6. COLOR OR RACE |7. MARRIED [AFNEVER MARRIED [] | 8. DATE OF BIRTH 9. Petia IF UNDER 1 YEAR] iF UNDER 24 HRS. 
jest birthday! : 
; Female Waite |woowory vor | 6/30/1869 (1899) | ‘57 [| or [| 
a 100. USUAL OCCUPATION {Give kind of work done! 1 KIND OF BUSINESS. INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during meat of working iil, even vrekvedl | COWEN Th ‘Sh 
a 7 ome ., 
- Housewife & Shoe Factory Bmployees Fac yi Carroll Co., Md UeSAe 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
ot I Otto Harmon Barbara Ellen, Sho} 
6 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANTRLO-SO [1 FOE TGA Address 
Ee (fet, 00, oF unknown) {AF yes, give wor or dates of service) 
. 21 No. 197-05-9381 | Leonard P. Bankert, Westminster, Md. R.D.1 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c).] 
x 


PART |, DEATH WAS CAUSED BY: . 
IMMEDIATE CAUSE (a! 


171X DUE TO 
Conditions, if ony, which (o) 


gave rise to immediate 
couse (0), stoting the under, ( OVE TO 


INTERVAL BETWEEN 
ONSELAND DEATH 


Then pl 


lying ca ih « 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
> 
ves] No fJ 


200. ACCIDENT WAS UNDERLYING CI) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Ul of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
Hour an. foctory, street, office bldg., etc.) H 
p.m. 19 of [ei 1 


21. | certify that | attended the deceased from___J/> 2.5, IVD, to. nap ald, 19S [that | last saw the deceased 


aus 5 waz, and that death occurred at _8330_*m, from the causes and on the date stated above. 
ADORESS (Street, city or town, state) DATE SIGNED 


Pipe eee) sl 2213-57 


nding physician. 


MEDICAL CERTIFICATION: 


L DIRECTOR: After this certificate has been signed by the attending physician and campletely fi 


auld be detached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 ip ae death. 


‘etained by the hospital or 


PHYSICIAN'S 
* NAME (Type| ifs.3 Js NE a PS a a [ALY 2 
ee ee eee a : 
220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, 
v.. eae {City. town, or county) {Stote) 
Boge ur: 2 Marys Cemetery Silver Rum O Q d 
= 24a. REC'D BY REGISTRAR ‘2éb. REGISTRAR'S SHONATORS 5 
VS A15 (4) fs aa . é 
Tans) wate 2 — jy" = | A coef LA Th hg 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


—_ 


0164! 


20% pao CERTIFICATE OF DEATH ase 
He N 1, PLACE OF DEAT ee Yl, Ye - 2 USUAL RESIDENCE (Where dyceased lived. If institution: Residence before odmision) 
bx 7 °. 5 °. ». COUNTY ; 
32 y} Le ‘ MARYLAND fp “A Living 
Po c. CITY OR TOWN Jf oytfide corppfate limits, write RURAL ond give nearest town) 
3 a el 24 LY LZ 
22 fsb : Ke YZ tbeva, 4 
22 NAME OF HOSPITAL (fr yifAn haspital, give street address) _d. STREET ADDRESS yf @. 1S RESIDENCE 
£5 4 OR INSTITUTION 4 YY FL, ‘ON A FARN? 
~ 
8 Kadbliva LA, ves ONG 
z 
3. NAME OF rst Middl la 4. DATE 9 
3 DECEASED. Yi ayy f OF oe il per ee 
S ees 8 Ee ay At hho nd, (sdbed DAM LLL : v5 7 
3 5. SEX 6. Color O 4 feried [7] |8,PATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
« y lost birthday) Min. 
| 2 Gone 0, / p22. | SGpR eNy on 
Ta, USUAU OCCUPATION N (Give kind of work done/ Ob, KIND OF BUSINESS OR IND era], eiRTHPLACE {Stote ar foreign country) ¥2. CITIZEN OF WHAT COUNTRY? 


‘ort of wo} a if retired) i 


Lise YS; 


le 3 ¢ listless 
eee 7 bag ge 
i g? G 
Od Crtitle. lt. Off usehithe 
1, WAS DECEASEDEVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO. 117. INFORMANT Address 
Tes, no, U5" Lee peirtedate J g* yy, yr a tf 
Lhe_Lhte thle - LApigpetitee) ~ Z A 


18. CAUSE OF DEATH | 1B. CAUSE OF DEATH [Enter only one cavse per line for (0). (b). ond ( anly one cause per line far (a), = ond (c). ag INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (! 10 weeks 


199.9 DUE TO 


Conditions, if ony, which w 
gaye rise to immediate 

cate (a), stoting the under. ( DUE TO 
lying couse lost. to. 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. pig al 


MED? 
vs no 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) State) 
, Hour om, While Not while foctaty, street, office bldg., cay H 
p.m. 19 fot work [] ot work [] 


21. | certify that | attended the deceased from.__August, —— , 1956. a to__.6_ February. 19. 57,that | last saw the deceased 


alive an__O _ 19. tea Le and that death occurred ot ..6250Fu, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stole) DATE SIGNED 


Mo. dberty_ Road et_Eldershucg, Sykesville, Md. 


igned by the attending physicion and completely fil 
Then pleose remove carbon papers. 


permit. 


been 
ai 


MEDICAL CERTIFICATION. 


DIRECTOR; After this certificote hi 


‘etoined by the hospital or attending physician. 


pe 


jauld be detoched for use as the burii 
the registror prior to burial, crematian, or removal, and in ony event within 72 hours oftey 


Nanette Wm. H. Lawson, Jr. M.D. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours offer deoth: Poge 3 


‘Mo. BURIAL, CREMATION, hd yal THEREOF ac. NAMEDF CEMETERY OR oc . TON {City, town, oF county) {Stote) f 
Be ZB MOVAL cy Oe & ; = J 
Eo & BLM. (CLCEE DLC es 
ig ALD ys Tua, RECO BY REGISTRAR hee fab, REGISTRAR'S SIGNATU 
3 oy Nee ) 
Vs Als (4) Pe ie PNY g A 


: 


3 ‘A nvaung 


Le 


I . 
AS AN aA A 


YY) ith 


cate be executed wit 


PTieilowgequites thot (Me, decthicel 


TO HOSPITAL OR ATTENDING PHYSICIAN 


Then please remave carbon papers. 


jauld be detached for use as the buriat-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01650 
~ 4 CERTIFICATE OF DEATH 


4, et 0 Reg. Dist. No. 
3 3 # 1 pecs E} USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
8 8 °. 
, 3e FRR OL mae | YAP ILAM D> °°" CARRDL 
€ Ses b. CITY OR TOWN If ovnide corporate limits, write ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 6s ‘ond give nearest town 
% §2 S e S IVS TE: 
~ 25 td A ZZ Oo : 
gb YeNe ‘d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. 18 RESIDENCE 
= £5 OR INSTITUTION | <3 Ss NVPAIIV § ON A FARM? 
= oo 
i ea Bb G é 7 ¢ yes Not) 
5 fy be Oe ee LV? SILLA y 
2 . 3. NAME OF First Middle lost 4. DATE Month 
x : = 
aw, (Type or print) PRU NIE LEE DEQVER | tow he 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [2] + ATE OF BIRTH "Spey IF UNDER 1 YEAR| IF UNDER 24 HRS. 
; WwW. wipowe [] vvorcen th] [ily 2 6 7 g W/Z) ye. 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INI QUstey VIL BIRTHPLACE (Stote or foreign 156 12. CITIZEN OF WHAT COUNTRY? 


£ during most of working life, even if retired) Z 

g || ye WES TULL 2 Ui» So FP. 

s 13. FATHER'S NAI ME 14. MOTHER'S MAIDEN NAME 

= FINDREW JS. BEAVER | £4/2 PRETA MACE 

3 1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. . INFORMANT Address 

= {Yes, 40, oF unknown} {it yea, give wor oF dates of vervice! oF a ; 
<= ES IOSEPA y/ LEA THM S TER. fb), 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c)-} * 
PART 1. DEATH WAS CAUSED BY: 7 
IMMEDIATE CAUSE inCtnhien Wurcukar Ae Laces 
DUE TO = 
a a emda 
Sanase At SH 


INTERVAL BETWEEN 
ONSET AND DEATH 


a ane. 


Conditions, if ony, which b 
gove rite to immediote 
co¥se (0), stoting the under- ( DUE TO 


lying couse Jost. {c). 
Par I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
) on , ) 
ah mea) Oph, ro Xray anf Ze 4 yes NO 


20a. ACCIDENT WAS UNDERLYING []_ | 20b. DEQCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | of Port {I of item 18.) 
OR CONTRIBUTING [] TAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, i Yeor | 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, 4 20f. (City or town) (County) (Stote) 
Hour om. While Not ue foctoty, street, office bldg., etc. 
pom. lot work [[] ot work ee Se ae 


21. I certify that | attended the, deceased ate 19.3.6, eo grec See 196.7, that | last saw the deceased 
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= alive on__Z.* a A 12.3.7__, and that death oceurred atZe_“«. -_M, from the causes and on the date stated above, 
“ ADDRESS (Street, city of town, stote) DATE SIGNED 
2 / SENATUR wo. 4h hee Aa Se SUED. 8% --- $e Ly. 
3 ij Me oy MRA ELS CLT 5 Te 
A 
af 


ADDRESS — y, 2da. REC'D BY REGISTRAR ‘2ab. REGISTRARS SIGNATUI 
pate 2-—2-/- J? ee Prtien 
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MARYLAND STATE stam a wy HEALTH—BALTIMORE, 18 


1 Items $,9 FilmG210 2 0165 
. S4 CERTIFICATE | OF DEATH ftag. Dist; Na, 

3 ¥ 1. PLACE OF DEATH a MAS padliy (Where deceosed lived. If institution: Residence before admission) 

£ 3 0. COUNTY ~ repre 0. STATE Dg | b. COUNTY y 

x 8 b. ae Be (if se ars limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

nies Bere own 

ae Finksburg 2 Weeks Mechanicsburg 

£2 d. era {If not in hospitol, give street address) d. STREET ‘ADDRESS e. (ua 

ae 70 Yale Nursing Home Dé 2 vis] NOD] 
s 3. Mane eS First Middle lost 4. DATE Month Day Yeor 

iyesier. peat Anna Loretta Bishop DeaTH Feb. 2 19 57 


5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9, AGE i er If UNDER 1 YEAR] If UNDER 24 HRS. 
Der doy} 
Female White |woowec®  ovorceoQ |July 9, 4 Min. 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRYY 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


Eo 
>e 
se 
on 
es 
ar 
Sot during most of working life, even if retired) 
328 61 | “Housewife Housewife Penna. USA 
525 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
gee Michael Glacken Sarah wolf 
383 15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
= 4 res nage unknown) {It yes, give wamoe dates of vervice 
ote ‘No No None Jacob Bishop , Manchester, Md. 
=e 
& 83 18. CAUSE OF DEATH [Enter only one cause per line for (0). (b}, ond (¢)-] pt, See PM er y 
ea PART I. DEATH WAS CAUSED BY: 
oe? IMMEDIATE CAUSE (0 WA 3 LVEtPt7 
ott Oy 
= ze YY 3K DUE To ‘ bai 
fap Conditions, if ony, which 0) hh, LACE? 5 
PEO gove rise fo immediote 
6a5 cause (o}, stating the under- (| DUETO thu 
es 2 lying couse lost. (e). cate) 
ye pd oth 
‘gs 3 S Pe é Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. Neues 
RoFo is 
£38 3 ‘) 3 yes] NO 
Poze & |e ACCIDENT WAS UNDERLYING CI [20b. DESCRIBE my INJURY OCCURRED. (Enter nature of injury in Port I or Part Il of item 16.) 
aaa & | oR CONTRIBUTING LJ CAUSE OF 
E2256 G | (F EITHER, NOTIFY MEDICAL EXAMINER) 
sees & [20c TIME OF INJURY Month, ome Yeor ]20d. INJURY OCCURRED 206. PLACE ia Home, fa {20F. (City or town) (Countyy (Stote) 
6580 8 Hour o. 1. While Not while 4 factory, wren fice bldg a 
sig Fe p.m. lat work [7] of work ul! 
= ters 
5 3 21. 1 certify am { atten he deceased fram 22.4. _==2_ 19 — TA 1%" Z that | lost saw the deceased 
2. 
3 S 3 5 olive on.. aes, We --,--. and that death occurréd ace A .M, fram the causey and on the date stated above. 
= 6 Bo e DATE SIGNED 
2 a ACTUAL Z 
pees / SIGNATURE_ooe LE Kd MO: 2 laesoccee Soot eee ee ee 
fana a Hf 
egg S Rap SLA Ae iw: fs. fers 
#3 pe OEE hoe 3! ANE 
a 4 ? 720. suRtA Bunt oe "REMATION, | 220. DATE THEREOF 7 THeRtOr) Ze. NAME OF CEMETERY OR CREMATORY 72d. LOCATION TGry town, or county) (Stote) 
6 
ae Buriat” |Feb.5,1957 | Mt. View Cemeter Emnitsburg, Md. 
2° ~ eh [es runenat omectors sionature ‘ADDRESS 2a, REC'D BY REGISTRAR | 24, REGISTRAR'S SIGNATURE 
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that the deoth certificate be executed within 24 hours ofter death: Poge 4 


jires 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 16 
644 CERTIFICATE OF DEATH 


on 


; = Reg. Dist. No. 
A ; 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edmistion) 
2 2. COUN avin °. ey F R b. COUNTY, PPP 
AY A, oo f Lib 
3 b. CY OR TOWN (fr are an mits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
2 ( 
53 My ‘and give nea " 
$2 A BRIABE 
#3 2 =e iE OF HOSPITAL F in hospitol, give street address) d. STREET ADDRESS: e. IS RESIDENCE 
=“ QR INSTITUTION > ON A FARM? 
55 BENE baad RENENvilM S74 5, yes [] No (— 
a 3. NAME OF First Middle Lot 4. DATE Month Day Yeor 
DECEASED J OF 
3 (Type or print) oO N 4s DEATH ER “4 19 
2 5. SEX 6. COLOR OR RACE [7. married (] nar MARRIED £478. DATE OF BIRTH 9. AGE (ln mes IF UNDER | YEAR| IF UNDER 24 HRS. 
i, 10} Y] Min. 
3 =M AL winowen ] _ovorceo ) | 44 J -/£7F YT © 
on: 703. USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY (1. BIRTHPLACE (Stote or foreign count) 12. CITIZENSOF WHAT COUNTRY? 
< 
26 during most of working life, even if retired) é 
ae R RED MARV LAND , 
35 14. MOTHER'S MAIDEN NAME 
6a 
00 ” By 
ez BOND TAN ALA [= fe R 
: 
53 re Was east IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT ‘Addr 
5 = rn known} (bye, yi yorpr dates of service) " i) 
PN ) VAS A/O_fN les MEOCR NION [) p> db, 
8 18. CAUSE OF DEATH al! ee one couse per lin INTERVAL BETWEEN 


ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o] 


47o 3 QUETO / 


ven in 
aie 


Then 


Conditions, if any, which () 
gove rise to immediote DUE TO 


tificote hos been signed by the ottending physicion ond completely fil 


° 
> 
ES 
5 a-£ cotse (0), stating the under. 
S § att" lying couse last. {c) 
Ve 5 é Past tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was Autopsy 
2Eaes a 
2h3Ed 3 ves] Not] 
Folks = 200. ACCIDENT WAS UNDERLYING. 3 C1] 200: DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 oF Port Il of item 18.) 
23 2 & JOR CONTRIBUTING [7 CAUSE OF DEATH 
<eoe5 & | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
2sess & |20c. TIME OF INJURY Month, Bay, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY fHome, Farm, 120. (City oF town) (County) (Grote) 
213.5 Sa 3 Hour a, m. While Not vile ‘on street, office bldg., 
= sE?§ 2 p.m. jat work [-] ot work 
es = 
Zest 21. 0 certi la a) aa the deceased from___/U {2 2_, 19.2G, to hat | last saw the deceased 
plL<2e fr 
e egts alive an_____ 7 a) a ea -, and that death accurred fb tb . fram the causes and on the date stated above. 
E203 i¢ [ADDRESS (Street, cjtyG} town, Pt DATE SIGNED 
2550 = ACTUAL PHN 
eoy oo SIGNATURI M.D. oy Zt ZS LA Om = 
Ocare Or 
sooRe ante 
Ba Ae [RARE ren eau N\ la Lah 
= = een Pa i EE ee 
a F rd BURIAL, CREMATION, 2b, DATE THEREOF Zc, NAME OF CEMETERY OR CREMAT! lar sped (City, town, or county) to 
8 REMOVAL wa 2 Me * 
ee ee Z| THOD EMLbh LE p 
ie it 24a, REC'D BY REGISTRAR, | 24D, REGISTRAR'S SIGNATURE“) F 
VS AIS (4 pea P 
avs © D) ett 4, z (Lh Ie, ud DATE yes 2>/ Leh A 
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cet OG g34 
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by the funeral director, 
ind 2 should be filed with 


signed by the attending physician and completely fil 


Phavld be detoched for use os the buricl-tronsit permit. 


be setoined by the hospital or attending physician. 
\L DIRECTOR: After this certificate has bee: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Page 4 
moy 


Then please remove corbon papers. Pages 
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~]). PLACE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01653 
1645 CERTIFICATE OF DEATH pire ea 


ae ie ee {Where deceased lived. If institution: Residence before admissian) 
a. “ b. COUNTY A 
Maryland Frederick 
¢. CITY OR TOWN (If oulside corporote limits, write RURAL and give nearest town) 


©. COUNTY 
Carroll MARYLAND 


b, CITY OR TOWN (If outside corporate timits, write | c. LENGTH OF STAY IN 1b 


RURAL ond give sl town) 
Sykesville 3 mos, 29 dysisox/ 2 Rocky Ridge ‘ 
d. NAME OF poe (If not in hespitol, give street address) d. STREET se 3 e, IS RESIDENCE 
OR INSTITUT! 3 ON A FARM? 
“Springfield State Hospital yes @] No 
3. NAME OF First Middle 4. 3d Manth Day Year 
DECEASED * 
(Type ar print) Harr William BOONE StatH February 26 19 57 
5, SEX 6. COLOR OR RACE [7. MARRIED [Sf NEVER MARRIED [-] | 8 DATE-OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] tf UNDER 24 HRS, 
lox? birthday) Ce helen AL 
M winowen [Divorced 2) an. 26th. 7875 =F i 
1a. USUAL OCCUPATION (Give wd of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Farmer Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Boone ° Yingling 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16, SOCIAL SECURITY NO. /17. INFORMANT Address 
(Yes, #0, ef urknown) {IE yes, give wor or dates of service) ” 
pe | Ne 21 2-Tu 664 Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). ond (c). ] INTERVAL BETWEEN 
ND DEATH 
PART J. DEATH WAS CAUSED By: s 2 
IMMEDIATE CAUSE (0) Acute myocardial infarction nutes 
611% DUE TO 
Conditions, if ony, which w__Infected embolus ~ Minute: 
gove rise to immediote 
cove (e}, stating the unde: ¢ CUETO Acute abscesses of prostate & Parotid gland; 
lying couse lost. « organism not_determined Days 
ra Past tl, OTHER SIGNIFICANT ee Cae CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
&| Chronic, brain gynd rome associated with cg ge disturbance with PERFORMED? 
u 2 asis DS en YES nog 
= 200, eee Me Weider inc ia} 20b. DESCRIE may jure or arcs (Enter noture of injury in Port | ar Part 1 of item 18.) 
& FOR C CAUSE OF DEATH 
S Pe eek NOTE, MEDICAL EXAMINER) 
be 
3s 20c, TIME OF INJURY Month, te 5 Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) (Count; (Stat 
ra Hour o«. n. While Not stig factory, street, affice bldg., ete.) | hd (en sah 
= p.m. lol work [1] at work H 


21. | certify that | attended the deceased Fem Sethe 27... 19.22, to., ae per 20 n921 that | last saw the deceased 


olive on__February 26, _, 19! .. and that death pceurr 1625 822! 2_3M, fram the causes and on the date stated abave. 
Me. ADDRESS (Street, city o town, state) DATE SIGNED 
SIGNATUR Springfield State Hospital sagt a7 


NAME (type) Walther H. Sonnenfeldt, M.D. 


Zo. BURIAL, cede me ‘2b. DATE THEREOF eae OF CEMETERY OR CREMATORY 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01654 
es CERTIFICATE OF DEATH ee OR 


1. PLACE OF DEATH 2, USU/AL RESIDENCE (Where deceosed lived. If institution: Residence before odmitsion} 
°. °. 
AKRFOLL MARYLAND Mio. b COUNTY ATT yae = i 


b. on ae (lt case sri limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
‘ond give neorest town: — 4 4 oq 
ESTNMINSTE R 7% — IKIWEST/IUYSTER 


d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION / ON A FARM? 


POLIBERTY 
3. NAME OF i J lost 4. DATE Menth Day Yeor 


OF 
{Type or print) loH = DEATH 2. i, wS 7 
5. SEX 6. COLOR OR RACE 9. AGE (In yeors [IFUNDER 1 YEAR| IF UNDER 24 HRS, 


he 4 ie i se tas 8 a al 


yn. 


oad 


by the funeral directar, ~ 
Rd 2 shauld be filed 


¥WGo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE [Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if reticed} 


ER dre ee 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


I\arry (ase __—sd ary BEAVER 


ee eo? t/t Meal Cise te 
7) 220 -97- a (NE [es | GU E CASE WESILT/A LET] 5 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {J = ARTERY ALPE DEEN 
PART 1. DEATH WAS CAUSED BY: on he bas 
IMMEDIATE CAUSE {o} b ’ Lex, 


LLSH. ot DUE TO 
Conditions, if any, which o 
cieun wane meet UT 
tying co: t. te) 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was AUTOPSY 
ves [] No 


Then please remave carbon papers. Pages 


20a. ACCIDENT WAS UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port I of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —{20e. PLACE OF INJURY (Home. form, | 20f. (City or town) {County) {Stote) 
Hour a. n. While Not while foctory, street, office bldg., ate.) | 
p.m. fot work [] ot work [J 1 


21. | certify that | attended the deceased from,____ : 


alive on_. Watt St Nady 6. ond that death occurred at_£% OK from the causes and on the date stated above. 
: ADDRESS (Street, city or town, stote) — DATE SIGNED 


iim ATC Mea 4, dB A Blac 
“a y, 
mows 4 ec / “Up es ae 
220. BURIAL, EATON ‘Wb. DATE aust Zee Aro CEMETERY OR, CREMATORY 22d. LOCATION {City, town, or county) tote) 
pepe sy ives Limarenr LWeoripsiee, Fe 


23, FUNERAL DIRECTOR'S S ] A f 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


(es 
CERTIFICATION 


MEDICAL 


d by the hospital ar attending physician. 
DIRECTOR: After this certificate has been signed by the attending physician and campletely fil 


pould be detached far use as the burial-transit permit. 
the registrar priar to burial, cremation, ar remaval, and in ony event within 72 nepal deoth. 
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DATE cm Nh ge 


ite be executed within 24 hours after death: Page 4 


ical 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certifi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
iN CERTIFICATE OF DEATH 


mi 


01655 


tee i 3 Reg. Dist. No. 
% 3 / 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where, deceored lived. If institution: Residence before odminion) 
o a b. COUNTY Ce 7 
= MARYLAND 
32 CHEPoLL LV MittetpA ten ch é. 
Se b. CITY OR TOWN (|f outside exporete limits, wrile «. CITY yy TOWN ff outside corporote limils, write RURAL ond give nearest town) 
ss RURAL ond give neorest town) UJ, / 
ae Veter. Liatgiae wu LU tz 
= $3 d. NAME OF HOSPITAL (If not in hospital, give street address oo ha ADDRESS e. IS RESIDENCE 
£5 nee OR INSTITUTION ON A FARM? 
>e } yes [] No 
rs 3. NAME OF First Middle Lost 4. DATE Month Day Year 
" = Q ij = 5 
A (Type or print) EMMA a LAR DEATH _Zet- 2S ps7 
S $. SEX 6. COLOR OR RACE |7. MARRIED [} NEVER MARRIED [-] | 8,.DATE OF BIRTH AGE (In years [IF UNDER | YEAR| fF UNDER 24 HRS. 
3 Cont “Tost birthdoy) | Manths Min. 
wioowep ZI" divorceo [] - GS Lh ys. 


12. CITIZEN OF WHAT COUNTRY? 


Lhd 
Fao ee y a y, a 
I AME: a [Tlettawe 


A WAS iliac U. S. ARMED Leduc 7, ae ‘Address 
as, no, of unknown) Ut yes, give wor oF dates of service) . LU, "a Ma. 
MA AA 3 Chur. \LlAg Lew b I heaps 


18, CAUSE OF DEATH [Enter only one couse per line For (0). (b). end (c)] Z INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: Z 
f IMMEDIATE CAUSE (a) Wit ke 2S Bs 
{ / DUE TO 


10g. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUS fh Ve re ee (State ar foreign cayniry) 
during rast af working life, eveg if retired) j 


0 Zi p K 


Then please remove carbon popers. 


the registror priar ta buriol, cremation, or remavol, ond in ony event within 72 haurs after death. 


ns, if ony, which (0 
gove rise to immediote 
cotse (a}, stoting the under. ( DUE TO 
§ lying couse lost. GS 
= Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Pasa TORs 
is 
hs yes] no) 


aa ACCIDENT WAS UNDERLYING ae 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part Il of item 18.) 
R CONTRIBUTING [) CAUSE OF 
& EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year Fe INJURY OCCURRED 208. PLACE OF INIURY Home, form, 1 20F, (City or town} (County) tote] 
Hour 0. m. Not wh ° factory, street, office bldg... Cally 
p.m. Mt pen () ot wor 


21. ! certify that | attended the deceased eae ae 192,57, to. Sa Wsz2_ that | last saw the deceased 


ing pl 


MEDICAL CERTIFICATION 


d by the hospitot ar ottend! 
L DIRECTOR: After this certificate hos been signed by the ottending physicion ond completely fit 


alive an__ ey <n Sere | 2 a and that death accurred at. pM. from the causes and on the date stated above. 
ADDRESS {Sireet, city or town, moe DATE SIGNED 

ACTUAL oo & 

SIGNATURI TVR 22D 


ines 


auld be detached far use os the burial-tronsit permit, 


eta 
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poge 


may 
TO FU 


NAi 
Ze. ee 5 |z2e. eR OF CEMETERY OR CREMATORY Td. LOCATION Oo town, or county] (Stole) 
ACHE CA Mek Life A 
ADDRE le id D ol: aS 


MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 


200. ACCIDENT WAS UNDERLYING () | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 oF Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) (Stote 
Hea ‘ohn, Nite’ 1. bok mie foctory, street, office bldg., li 
p.m. lot work [7] of work 


21. | certify that | attended the deceased fram. aes 19.33, ee 19:7_.,thot | last saw the deceased 
alive on Fe ebruary bh, __. (peal a and that death accurred at_[2Q0A »M, from the causes and on the date stated abave. 


F ADDRESS (Sireet, city oF lown, stote) DATE SIGNED 
ACTUAL “fre. z ay 
SIGNATUR MO. ba a 


PHYSICIAN'S 


NAME (Type), Martin Gross ’ M.D. 


7. BURIAL, CREMATION, [2b DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Tad. LOCATION (City, town, oF county) (Stote) 
Biggs eee Balto., City 


4 23. FUNERMCMRECIOR’S SI ae wire nah Syl ff we * ,| 240. REC'D BY REGISTRAR | 2éb. REGISTRAR'S SIGNATURE 7 
SAIS oe 
ti? QREEMOONE 7 58 NP 2-657 | C Herre Keene 


MEDICAL CERTIFICATION 


ined by the hospital ar attending physician. 


DIRECTOR: After 


; CERTIFICATE OF DEATH ibe 9 
NS oe 164 Reg. Dist. No. 
a 3 = List a * eal ‘2 hl baits ee (Where deceosed lived. If institution: Residence before aaa 
e eet. b. COUNTY 
e 58 Carroll cord ae “Maryland 
= 8 ° b. CITY OR TOWN (If outside corporote limits, write} c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
3 5s RURAL ond give neares! town) pat 
ae 52 Sykesville lyno2 3days Baltimore City Vol y 
£ ip d, NAME OF HOSPITAL (If not in hospital, give street 123) d. STREET ADDRESS €. IS RESIDENCE 
3 £5 g INSTITUTION ON A FARM? 
Sees Springfield State Hospital 610 Gutman Avenue Yes (]_ NO 
2 © 3. NAME OF First Middle lot ‘4. DATE Month Doy Yeor 
<= DECEASED q 
aes (Type or pret Richard Bernard CLEARY beatH Februar 1957 
Prat 5. SEX 6. COLOR OR RACE [7. MARRIED [RJ NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= 3 4 lost birthdey} [Months Hours [ Min. 
aes Male White |wioowe _oworceo] | May 1h, 1885 yrs 
3 & a. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
3 8s 3 during most of working life, even if retired) 
Des / Salesman Maryland U.S.A. 
3 ri 3 5 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
ot 
S Geleis James H. Clea Anna Measa 
= 3 3 1S. WAS DECEASED EVER tN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
> aes {Yes no, oF unknown} {If yon, give wor or dates of tervica) 
ES ia LUninown Springfield State Hospital Records - Sykesville 
* 43 
8 # eS | 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] EET eee 
0 = Le PARTI. H WAS CAI * 
4 m4 OEATTMMEDIATE CAUSE | (0 i Obstruction J-2 hours 
her / Dt} >} DUE TO about 
~ £ 
= a Conditions, if any, which Annular Carcinoma of rectal-sigmoid junction. one_ year 
3 Bs gove rise to immediote 
3 Ob cotse (0), stoting the under. ( DUETO 
Tes lying couse lost. (©) 
S55 ic en eee 
3 & Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)| 19. Rae 
Shs * SOPITRIBUTING TO DEATH | 
eas “4 Schizophrenia. vesf noc] 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01657 
AEDICAL EXAMINER’S CERTIFICATE OF DEATH eT eee 


2, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odiission) 


AY Carroll marmano || “Maryland  >°'%"Carroll 


b. CITY OR TOWN jIF ovhide corporote timirs, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
‘ond give necrast town) 


r -ural-Westminster == X2 Rural--Westminster 


d. NAME OF HOSPITAL OR INSTITUTION (IF not i ital, give street odd d. STREET ADDRESS . 1S RESIDENCE 
(IF not in hospital, give street oddress) 1s RESIDENCE 


Warfieldsburg / Nicodemus Rd, vs] NOR) 
3. NAME OF First Middle tent 4. DATE Month Day Year 
type or pi ALLEX (reser ECE | Seam Feb. 12, 19 57 
6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED (978. DATE OF BIRTH 9. AGE (in eon [IFUNDER 1YEAR] IF UNDER 24 HAS. 


wioowed [] —_—ivorceo [9 Nov. 11,1935 ai Months] Days | Hours | Min, 


Oe, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or Foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working fite, even if retired} z 


laborer general Virginia U.S. 
13. FATHER'S NAME . 14. MOTHER'S MAIDEN NAME 
f<oet EI /, tN Cle] Cecil Mauck 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Wea. re. or untnewn) foes r16~30=3474| Roger M. Clegg, Westminster, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (5). ] INTERVAL BETWEENY 
PART 1. DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (0) Ua) a MS. 4 


Obl DUE To 
Conditions, if ony, which e) 
gave rise lo immediote couse 
(0}, stoting the underlying’ OVE TO 


cause lost. (cL 


onl 


. 


iol, cremotion, 


boric 
(= 
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~ 
Sy 


jes. 
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If any delay is necessary, please exe- 
ages 1 and 2 with the regisrrar prior t 


"" in pencil in Item 18. Give Pages 1, 2, and 3 to the fungggl directar. Page 4 shauld be 


File 


ith form PM3. Page 5 may be retained for y! 


PERFORMED? 
vess(] NO 


200. EXTER) -AUSE WAS 20b. DESCRIBE HOW INJURY ‘CURRED. inj: in Port | Sf i .] 
oc, EXTEENAL-CAUSE WAS db, DESC WRY OC (En Gos in Port 1 or fort 1 of item 1B.) YS 
CAUSE OF DEATH. ie a h te, OTA # Cy Ut 
0c. TIME OF INJURY Month, Doy, Yeor, [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Hore, rm, 120 {City or town) (County) (Siote) 
Hour erm. x y While Not while < foctory, sleet, office bidg., elc.) | : 
Bem 22/2 wh |i, Nesting pany pepe | AE ZI CAKRROS 


21.1 certify that | took charge of the remains described above, held an Autopsy [], Inspection [SY Inquiry D. end find thet 
death resulted from: Natural causes [], Accident [X}~Svicide [J, Homicide [}, Undetermined cause [). 


} 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART se WAS AUTOPSY 


MEDICAL CERTIFICATION 


MD. CHIEF MEDICAL EXAMINER o DATE SIGNED 


: ASSISTANT MEDICAL EXAMINER [-] o-/7- a7 7 
NAME {Type} Maurice C.Porterfielld,M.D. DEPUTY MEDICAL EXAMINER [J 


Zo. Lye ripe ‘22. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 


BURIAL | 2-15-19 Mt. Zion Carroll CO., Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. ‘24a. REC'D BY REGISTRAR | 245. REGISTRAR'S a a 
VS. AISME(S) 5 sf= 
ag Q C. M. Waltz, Winfield, Maryland part 02/19 Wy y 


es) 


certificote, writing the ward “pend 


ed to the Chief Medical Examiner's Office olong 
RAL DIRECTOR: Page 3 shauld be used as a burial-tronsit permit. 


ar removal. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 1 6 5 8 
? 1629 — ceRTiFICATE OF DEATH a, 


ai 


ss * 

3 = { Ts Pee oe a. herds 3 RESIDENCE (Where dececsed lived. Il institution: Residence before admission) 

g o. OD °. b. COUNTY 

32 CARRo Lt ware PRY LBNL BRR LL 

. ry b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest lown) 

gs RURAL ond give nearest town) ; 

Sz NEW Vi f RS x2 WEW W/NDS 6 

= #4 3. NAME OF HOSPITAL ‘s not in hospital, give stree! address) d. STREET ADDRESS: e. 1S RESIDENCE 

oo A ‘OR INSTITUTION Kv ON A FARM? 

s 5 4] ) 

5a RA &, A ves] No Ge 

3. NAME OF First Middle lost 4. DATE Month Doy Yeor 


£ 


Pages’ 


OECEASED OF 
a {> 

come Essé LEE _CRAwMER | tm cee 23” 557 

5, SEX 6 COLOR OR RACE |7. MARRIED [>] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR|IF UNDER 24 HRS, 
lost birthdey) [Months] Doys | Hours Min, 
wipoweo [J] ovorceo] [APP SF Ef om 
Tes. USUAL OCCUPATION (Give kind f, werk done] 106. KIND OF BUSINESS OR INDUSTRY [11, BIRTHPLACE (Stole ot foreign count) 12. CITIZEN OF WHAT COUNTRY? 
juring most of working life, even il retired) 
| aunty SHARIFF | LIARYLAWD Ud. 


13. FATHER'S NAl 


a 


Then please remove carban papers. 


14, MOTHER'S MAIDEN NAME 
=< Pf -p y 
JESSE CRAWMES ANNIE CRAY E 
ms was Oe eee U. S. ARMED Upge a 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
/| Wes no. oF unknown} (IF yes, give war or dates of verviee) ~ 
Ol peel MONE \Hebew 177LE EW WiNdsep URAL 
18. CAUSE OF DEATH [Enter only one cause per line lor (a). {b), ond os iP: J INTERVAL Between 
¢ 4 A 
PART I, DEATH WAS CAUSED BY: ret: Z ety 
IMMEDIATE CAUSE (0 rg (2 C 
Yk , DUE TO is 
Conditions, if any, which re 
gove rise to immediote 
cotse (0), stoting the under- ( CUE TO PAE ares 
lying couse lost. to 
Patt I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1()]19. WAS AUTOPSY 
yes] NO 4 
20a, ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Ener notre of inury in Port Tr Pert I of Hem 1B) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20e. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED _[70e. PLACE OF INJURY (Home, farm, | 20F, (City or lown) (County) Grote) 
Hour 0. m. While Not while foctory, street, office bldg., coh 
pm. 19 lot work [] ot work 


War attending physician. 
L DIRECTOR: After this certificate has been signed by the attending physician and campletely 


auld be detached for use os the burial-transit permit. 
the registror priar to burial, crematian, ar remaval, and in any event within 72 haurs after death. 


MEDICAL CERTIFICATION 


OSPITAL OR ATTENDING PHYSICIAN: The law cequires that the death certificate be executed within 24 haurs ofter death: Page 4 


oe 21. | certify that_Latt ft 4 
3 : certify } We xy bagping | ‘ram. - z 19 that | fast saw the deceased 
é alive on_____. fat 235 - 1 ee a , and thot death accurred at_.c2.23¢_M, fram the causes and an the date stated abave. 
=| ADDRESS (Sireet, city or lown, state) DATE SIGNED 
= a ze AP 2-25-52? 
: ! 
2 
2. 
>2 > ea a4 
Bre h ee 1) AHL OW VILL AD 
Mees F Pao. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
v! 


2 "5 
pate oy G//P>Y Mee df4_.0, 4, /. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1650 CERTIFICATE OF DEATH 


01655 


od 


Reg. Dist. No. 


ss 
2 2 > mS VW eco oy a pete aa ae (Where deceased lived. If institution: Residence before admission) 
hoy ; i f b. COUN 

si( Carroll Maryland onNBarroll 

S rs Z b. city oR TOWN (lf outide See limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 

3 ‘ a oe ma 

ee rural--Westminster 3 mo. rural-Westminster 

2 2 d. Siero {If nat in hospital. give street address) t d. STREET ADDRESS e. rg 863 
Ss Kate Wagner Rd. ves] No) 


3. NAME OF First Middle 
DECEASED 


los 4. DATE Month Dey Yeor 
(Type or print) Wa LTE Rots DEATH Fee oC as 


5. SEX 6. COLOR OR RACE |7. MARRIED FX] NEVER MARRIED [[] | 8 DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR] IF UNDER 24 HRS. 
ton hday) | Months Min. 
male white |wwowf  oworceo) | 12-3-1874 yr. 


& 


Pages’ 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working lite, even if retired) 
| B. & OR.Re Maryland U.Ss 
13. FATHER" '$ NAME 14, MOTHER'S MAIDEN NAME 
George Crouse Sarah Molesworth 


Te WAS piper gE Ss. pag a a 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
Seni gees) Taleo 
no ‘i 05-07- — Mrs, Edna E, Crouse, Same 


18. CAUSE OF DEATH [Enter only ane couse per fi 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carbon papers. 


C4 


|, and in any event within 2 death. 
“ ee 


Conditions, if ony, which 
gove rise to immediote 
cote (a), stoting the under: ( DUE TO 
lying couse fost. (a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 


PERFORMED? 


brtiray trttpelore, Coy Atereat— yes] No 


2a, ACCIDENT WAS HNDERLYING []_ |20b. DESCRIBE HOW INJURY cr (Enter nature of injury in Port | or Port 1 of item 16.) 
OR CONTRIBUTING [CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) | 7 5 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY IY OCCURED € OF INJURY (Home, farm, 120F. (City or town) (County) (State) 
en nh S7)Mhite Not virile ¢ Figen ry, street, office bldg., eat 
pm Jthe Af 19 for wark C7) ot work “& Coren Wh 


21. | certify thot | ottended the deceased from._/— 19.957, to _-. 1%_Z,that | last saw the deceased 
alive on ghee. 2S ws 7, and thot deoth occurred oth Oe M, from the causes ond on the date stated above. 


4G ADDRESS (Street, city or town, UN DATE SIGNED 
SeNAtyne Bose oy A M.D. » ._ Admit, — We 2-7 
| I@ptTames 7 Maes Te ee ee ee 
‘Zo. BURIAL, Cee ‘2b. DATE THEREOF Tic. NAME OF CEMETERY OR-GREMAFORY 22d. LOCATION (City, town. or county) (State) 
: fneeend ite Airy, ieryLang 
e 23. FUNERAL DIRECTOR'S SIGNATURE , ADDRESS: is ao BY REGISTRAR 
VSAIS Cc. M. | ©. M. Waltz, Winfield, Maryland fide? Winfield, Maryland f 


saaiia 


MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physician and campletely fil 


~ 


tained by the haspital or attending physician. 
ld be detached far use os the burial-transit permit. 


LD! 


}OSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death. Page 4 
the registrar priar ta burial, crematian, ar remaval 


© 


may 
page 


TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01660 
1 651 CERTIFICATE OF DEATH Reg. Dist, No. 


= 


roe / 
3 — 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Retidence before odmission) j 
& °°. b. COUNTY 

fay Carroll MARYLAND Maryland Mont gomer: / 

x) 3 b. CITY OR TOWN (lf outside eo limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

go RURAL and give nearest to 4 

$2 Syliesvitie 8mos , 28041 Rockville 

2 2 d. NAME OF HOSPITAL (if not in hospital, give street ye d. STREET ADDRESS ‘e. 1S RESIDENCE 

=e OR INSTITUTION ON A FARM? 

3s : : c e : 101 Virg ves no 
@ 3. NAME OF i i tot 4. Date Month Doy Year 

: (Type or print) Alice Ernest Dodson | dat February 25 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [1] |8. DATE OF BIRTH 9 AGE (in yeors Tf UNDER 1 YEAR] IF UNDER 24 HRS. 
‘ost birt Y! Min, 
W winowen fj ivorceoE] | November 9, 1868 | 88 mm. ‘cio esi es 
109. ra OCCUPATION (Give kind of work done! ye KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
kaccks kes Maryland USA, 


during most of working life, even if retired) 


7 
ei) Hairdresser 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Henry Ernest Mary Ward 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes. 90. oF unknown), (If yes. give wor oF dates of service) : 
F Ho - yd Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond ()-) INTERVAL BETWEEN 


: : . ONSET AND DEATH 
PART |. DEATH MAS Cen _Arteriosclerotic heart disease years 
ua DUE TO 


Then pleose remove corbon papers. Poges 


ned by the oftending physician ond completely fil 


< Conditions, if ony, which ) 

€ gove rise to immediate 

£ cctse (a), stoting the ynder- ( DUE TO 
lying couse last. te) 
plyinipecoussrlest.. 


Past ll, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING, TO DEATH BUT NOT RELATED TO THE TERMINAL pees ee GIVEN IN PART 1{a}}19. nf ae AUTOPSY 


Chronic brai drone .a pees ed, with sturbanc ism ERFORMED? 
growth o a iF on, one e brain sease EO ps rte réactidn’sO NoGt 


200. ACCIDENT WAS. Savery! a 20b. DESCRIBE nate INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED {20e. PLACE OF INJURY (Home, fons 1 20F, (City or town) (County) (State) 
Hour 9. m. While Not while factory, street, office bldg., etc.) 
p.m. 19 Jot work [J ot work [J i 


21. | certify that I oltended the deceosed from__Miay 27, 19549 to February _ 2) 192.2 that | fast saw the deceased 
oltve on_. ary 255 3, 1g oT. < ond that deoth occurred ot 4 00 Am, from the causes ond on the date stoted above. 


ADDRESS (Street, city or town, er DATE SIGNED 
SUA Walt HL leverptu pte ia 2/25/57 


MEDICAL CERTIFICATION 


MISANS Walther H. Sonnenfeldt, M.D. 


220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, of county) (State) 
REMOVAL Pay 
Ae kville, Md 


24a. REC'D i teas ‘2ab. REGISTRAR’S SIGNATURE 


vate 2-27 ’ Ae 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours offer deoth: Poge 4 


onal 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0166 L 
~ 1652 — CERTIFICATE OF DEATH 


Reg. Dist. No. 74 


z q fH fF Lee eas *, 2 ee RESIDENCE (Where deceased Ete ee Residence before odmission) 

Se HY YO basgeiycdad Maryland on’ Carroll 

s ie b. CITY OR TOWN (IF outside er rate limits, write | ¢. LENGTH OF STAY IN ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

sf eg a d give poorest | . 

$2 vad Yarn 2 Finksburg - Rural 

AS i * ie OF HO! pte ‘nals ive street oddress) , d. STREET ADDRESS e. IS RESIDENCE 

= 3 F INSTITUTION ON A FARM? 

Be “7 ung Deer Park Road ves] not 
E a OF Firs 


s 
ry 


ex 


DECEASED Mot a lost o\gare ath Day Yeor 
8 py shel kelawirtal| tm ob ps7 
RTH ‘In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


5. a od 6. a CE | 7. married ] Lig atolls 8. oy, OF Bi 9. AGE 
(o4 (eek ‘Months Min. 
wivoweo (Bt pivorceo 17-0 


Wo. hey OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Sto' 40. | 86 12. CITIZEN OF WHAT COUNTRY? 


Pag) 


= 
= 
2s 
es 
fs. 
8 es during spopt of mare ite, ven if retired) U 
z cs i feb — Oh — % 
58 3S 13. Fal ee 14. MO" olf: SF NAME 
te; 
Bee obe ED Reanne Warner eli SA- Sipe fetter 
$33 Tg, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO, [17, INFORMANT Address 
222 g_| Beemer onnowny 1 CH ve, ghee woreda of serie J ee) th». aS Saif b 
eee None ewen Edinon Find vYG C#/ 
8 | ) 18, CAUSE OF DEATH [Enter only one couse per Jine for (0) (b) ond (6 INTERVAL BEIWEEN, 
CF PART 1, DEATH WAS CAUSED BY: g 3 "| re y 
ss IMMEDIATE CAUSE (0} oYon Cjec VSiO * 
= & DUE TO 
Conditions, if ony, which w fader a iC - alae 3 eS - 
gove rise to immedion | 10 
cotse (0), stating the under: 4 ; Lx 
lying couse lost. Ce ev BR! TF Se TN very COWER [- Ars. 


Part ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT ae TO THE ue DISEASE CONDITION GIVEN IN PART 1{0)|19. eo AUTOPSY 


RMED? 
yes] NO coma 

200, ACCIDENT WAS UNDERLYING [}...[20b. DESCRIBE HOW INJURY OCCURRED. ee nature of injury in Port | or Port Il of item 16.) 

OR CONTRIBUTING C1 C ‘DEATH 

(IF EITHER, NOT! T EXAMINER) 

20c. TIME OF INJURY Month, a Yeor ]20d. INJURY OCCURRED —]20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {County} (Stote) 

Hour a.m. While. Not miter peg scenes street, office bldg.. etc. ui ; 
p.m. lot work [Lerwork oe ae 


21. | certify that } attended the deceased fram. we 3 i... -. 1%2_Zthat | last saw the deceased 
alive on___#s f+ and thof death accurred ay AM f fan the causes and an the date stated abave. 


ADDRESS (Street, < town, stote) DATE Si 
as LLG MW pir SMe Waal. Bly 
G. ALLEN MCULTC N, M.D. 


WESTMINSTER, MD, a eS ee 


Zo. cies oy sale a 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
i 
Bear ZfeliZi oP kil St. Paul's Cemetery Kent County Maryland 
j V AVE .| 240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


Wenge AMER. Gs Sob Ds ht poate 5 ’ aphid the 


MEDICAL CERTIFICATION 


L DIRECTOR: After this certificate has been signed by the 


ould be detached for use os the burial-transit permit. 
the registrar prior to burial, crematian, ar removal, and in any evi 


may be retained by the haspital ar attending physician. 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


TO FU 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () j 6 6 
- 1653 — CERTIFICATE OF DEATH 


sul 


as 3 \ Reg. Dist. No. 
25 a if 1, PLACE OF DEAT 2. USUAL RESIDENCE (Where deceased lived. If institution; Residence before odmissi 
25 0. COUNTY /f 5 SARE °, b. COUNT 
Be hehe Vi Ag A 
. g b be coe oye (If outside corporate limits, write | c. Soe OF STAY IN Ib OR YN, (If ovtsige corporote limits, write RURAL ond give nearest town) 
3 
$2 (Jake fraaeo 
es ie NAME iy rere = not in a — street S14 1? STREET ADDRESS e. IS RESIDENC! 
és OR INST ON AF 
ao YES oD 


id 


3. NAME OF 


fet CHARLE, Us LLSERoAD| tm Ged. ia 2 


5. SEX 4. COLOR OR RACE |7. MARRIED [] NEVER MARRIED oO y, TE OF BIRTH 9. AGE fla year TF UNDER Oey iF a 24 
y : Mi 
y wivoweo fx] Divorced [J Pr ceseey, ) FE? 572. PL ‘a oe ree = 


We. soe pins ie wn kind of ened, done] 10b. KIND OF BUSINESS OR IND Srey 11. Uy, THPLACE (Stote 4 foreign country) 12. 2) “sy WHAT COUNTRY? 
Vringtycito H retired A 
ens fe 


ales s tine 14, MOTHER/ ie ae 
| Sh beecece ey Lites 
WAS tt IN U.S. nto Lecco 16. SOCIAL SECURITY NO. Yy tun Ne. 
fas, no. oF unknown) Viz or dates of service) o Ne he f Mpa 


18. CAUSE OF av we only one couse per li S: (0). (b), ond — 


PART I. DEATH WAS CAUSED BY: 
, IMMEDIATE CAUSE (0} 


eae 
“4 . DUE TO 


Conditions, if ony, which (oh ( 1 


gove rise lo immediote 
cotie (o}, stoting the under. ( DUE TO 
lying couse lost. ec 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0} 119. ae AUTOPSY 


FORMED? 
yes [1 No {I} 
200. ACCIOENT ASE URDEESING Oy 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 18.) 
(IF EITHER, NOTIFY MEeDical EXAMINER) 
20c. TIME OF INJURY Month, a Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, form, 1 20F, (City or town) (County) (State) 
Hour 0. m. While Not tie factory, street, office bldg., etc.) 
Pam. lot work [7] of work t 


21. | certify that | attended the deceased fram_ 1K2"f_,that | last saw the deceased 


alive on__ ul-. wh 122-7... ot and that d ath « Stites atl OP M, from the causes and an the date stated abave. 
fs eT ADDRESS Fork stote) DATE SIGNED 
AC. UAL — ytd Te nd je10-5F 


muscuns M.C,Porterfield, Mle. Renp abet, Mde 
(i tna lle dignity) 3 


& 


Pages' 


INTERVAL 4 Vik 
ONSET AND DEATH 


Then please remave carban papers. 


in any event within 72 hours eliecis death. 


MEDICAL CERTIFICATION, 


iL DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


tained by the hospital ar attending physician. 
jould be detached for use os the burial-transit permit. 


@ 


i eet os CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMET§RY OR CREMATORY ie, ‘ure oe (City. r ioe ‘of coynty} (Stote) 
Bee cirat |2-/ 3-4 ihe £2 ZA 
Eo & ta’ KK 

2 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. Page 4 


{ 


La 7 SE Wee Mali 


~ , . u ry 
4 HAN c 


V4 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1636 CERTIFICATE OF DEATH neg. ow. nd L663 


i 


3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoned lived. If insitution: Residence before odmission) 
= \ a p, U7 MARYLAND = ZA b. COUNTY 
3 ra | \ Y) OLiL 3 PXicg tL) heh 
° UT] b. CITY OR TOWN {I "outside corporcle limits, write c. CITY OR TOWN $f outside corpord limits, write RURAL and give nearest town) 
s RURAL and give neorest town)~ n 7 yg 
2 - bod Littl U iz “i hog ttihtpial te. he 
zg u. (Ze) 2) Al lofgn Hospvl, give street address} |. STREET ADDRESS e. 1S RESIDENCE 
= r OR INSTITUTION ON A FARM? 
5 ) OL rez eOoL/. Bas VES a. NO [Ge 
3. NAIAE OF First 4. DATE Month Ooy 
DECEASED OF 
=” (Type or print) Fol LE KEL ESC DEATH BEL eA out rs 
5. SEK Y y 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. tun Tana tanh IF UNDER 204 
p76 | & z 
4 AV thy 1A IDOWED }— —oIVORCED []) 7 Lg AC) 


of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRZAPCACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Y7 Cay jd GLE. 
ite tlle 14, MOTHER'S MAIDEN NAME . a 
rh a4 e4 Leth Qik A Lileks S42 
= ‘ = o on GE Ee 3 ; 
, 5 
y, 
LLG £00 SLB! Lived wee 


18. CAUSE OF DEATH [Enter only one cause per ty (0), (6). ond (c)-] UNTERVAL BETWEE 


PART 1. DEATH WAS CAUSED BY: paca! AND DEATH 
IMMEDIATE CAUSE (0)_ Reg es 


7 DUE TO 


Conditions, if any, which i 
goye rise 10 immediate 
catie (a), stating the under. ( DUE TO 
lying couse lost. 


(oni tt. ~_Paat T OTHER s prs me See CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0} 119. Mi ea 
Qy DAK . sD) NOB” 


200. ACCIDENT WAS UNDERLYING EF] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, ate Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, farm, {set (City or town) (County) (State) 
Hour a. m. While Not tile factory, street, office bidg., etc.) # 
Pom. lot work [7] ot work H 


21. | certify that | attended the deceased eg 19:3.2., t0.. t— 7... WE_Z.that | last saw the deceased 
alive ant pra w2Z_, and that death occurred wii fram the causes and an the date stated abave. 


i or aaey city or ey stote) 4/ tGNED 
i 
ee a 14s Chepgke 


‘Fo. BURIAL, CREMATION, 
le OVAL (Specify a 
(5.4414 4 


in 72 hour: 


Then please remove carbon popers. Poge: 
: at 


for prior to buriol, eremotion, or removol, ond in ony event wi! 


MEDICAL CERTIFICATION 
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NAME OF CEMETE De: ‘OR CREMATORY 
Kstleg LA Lith AL Tap 4 LUC -£ftL 


TO HOSPITAL OR ATTENDING PHYSICIAN: The? low requires thot the death certificote be executed within 24 hours ofter deoth. Poge 4 


ii i, f 2ab. REGISTRAR'S SIGNATURE 
VS ANS (4) 2 . . 
WM 9735" p m) y, LEELA £ L, ALMA L048 Pu cjOare 2-- §- $9) Avot “Qaee 
V y a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01664 
1654 CERTIFICATE OF DEATH af 


Conditions, if ony, which al 


gove rise to immediote 
covse (o}, stoting the under- 
lying couse lost. OO Ww. X © 


, and in ony event within 72 ho: 


Pagt IW, OTHER al CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
C.B,S.assoc.with circ. isturbance gWith cerebral arteriosclerosis,with ee 
DS DO ea on Q D nonary De fa) 3 ST)_NO fg 
20a. ACCIDENT WAS UNDERLYING [J Ob. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 


ais Reg. Dist, No. 

3 i: + eA ce ee 2. Use RRSOINCE (Where deceased lived. If institution: Residence before admission) 

& 7 °. °. b. is 

sz | Carroll MARYLAND Maryland See. ul yoni Vv 
° 3™ / b. CITY OR TOWN {If qutside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

RURAL ond give necrest town) 4 es 

$2 Sykesville 2yrs.l0mos. 24days Baltimore, 27 3Va} % 

y 2 d. NAME OF HOSPITAL (If not in hospitel, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
os OR INSTITUTION ON A FARM? 
eo ringfield State Hospital 436 Roseeroft Terrace ves 1] No Gt 
e 3. NAME OF First Middle to 4. DATE Month Day Yeor 
wr {Type'er print) Mary Katherine Garland FOX dean = February 7 19576 
> 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
3 Femal White June 23, 188 Te ote , 
2. emale i widowen PG vivorceoQ) | June 23, 3 ys. 

& a2 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

8 25 duzing most of working life, even if retired) : ss 

vee / ousewife - Virginia USaks. 

i 8 S y \ 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

3 ed) Unknown Unknown 

FS 8 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 

aE {Yes Mt ‘or unknown) (Hf yet, give wor or dates of service) 4 4 4 

gt a. ° 4 is Springfield Hospital records. 

28. 18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c).] INTERVAL BETWEEN 

E ! 

2a: PART I, DEATH WAS CAUSED By: eee ee 

ote a IMMEDIATE CAUSE (o] Week, 

i > DUE TO 

= 

= 

3 

2 

a) 

c 

§ 

8 

a 

3 

2 

2 

8 


{IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


letoined by the hospital or ottending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after deoth: Page 4 


. 
BS 
38 
£5 
5S s 20. TIME OF INJURY Month, Day, Yeor {20d. INJURY OCCURRED | 20e. PLACE OF INJURY Home, form, | 20f. (City or town) (County) (Stote) 
8 oS ioe bee: GIR, «oie ily, foctory, street, office bidg., etc.) ! 
oe 8 p.m. v jot work [1] ot work [] ' 
so 5 
= ae 21.1 certify that | attended the deceased from__March J.25__., 195)... to Rebruary..7,, 19.57.,that | last saw the deceased 
3: / " 
Sec alive on_tebruary 7, _ 1S Silas and that death occurred at. MGM, from the causes and on the date stated abave, 
@on ¢ 
8 ei bite bur [ = (Street, city or town, stote) DATE SIGNED 
zip, settee Nab 21. forrnrteld, f mo. ... Springfield Hospital. an ST 
ze / 
aa . e A 
@ 2 Nametien__Walther H, Sonnenfeldt, M.D, ___Sykesville, Maryland 
Bo > Ze NAME OF CEMETERY QR-CREMATORY Zid. LOCATION (City, town, or county) {Stote) 
B32 S35 KR ec t > f y, g 
eo ce (SORE 1 1% ny, ST Lo GAL. LOE L it hbehl a dg. Citak 
e 23. FUNERAL DIRECTOR'S SIGNATURE 4 ‘24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
YS Als a) then P G Mele, Gon Alt gala 4 t, A 
15M 975! =< $ f bal PATE DAY Maw Greets 


= DIS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01665, 


Item 20 Film 211 2-25-57 ams 
sy » 16h« CERTIFICATE OF DEATH eats 

«ine ); . Dist, 
iS 29 1. PLACE Of DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
2 8 3 a. COUNTY Carroll MARYLAND a. STATE Marylan' a b. COUNTY 

vs x 
re 3 3 \ Te. civ or Town (lf outide corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give neares! town) 

3 ! cand give negrest, town Vv 
$ §x } oie newer aville lyr ,6mo,16dy Baltimore 12 
anes 
é3 2 2] é d. pega” Se Sotadaas (If not in hospitol, give street oddress) d. ‘STREET ADDRESS. e. Paynes 
> ES . $ ; 
2 3S Springfield Spate Hospital ¥014 839 Bradhurst Road ve E] NO 
2 ¢ 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
a WW, (Type or print) Mathilda Margaret FRANKENBERG DEATH February 5, 1957 
c = 
£38 5. SEX 6. COLOR OR RACE 17. MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER YEAR| IF UNDER 24 HRS, 
> F W lost birthday) [Months Min. 
sie wioowen Ki] pivorceo(] {September 10, 1864) ys. 
2 € a 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 83 é during most of working life, even if retired) i 
5 yes None LOE Maryland USA. 
x3 ; 3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 3 | Michael M. Nachbar Susan M. Tilghman 
= 3 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
| GE A) | fies 20, 0F enknown) Ut yea, give wor or dates of service) athe. F 
ee ?|__No - Za Springfield Hospital records 
Pa 
F : 8 £ 18. CAUSE OF DEATH [Enter only one cause per line for (0), (6), and (c).} INTERVAL BETWEEN 
oc fay PART 1. DEATH WAS CAUSED BY: h ee oP pss 
2 es ‘ "IMMEDIATE CAUSE (a rone eum 
5 he g TO DUE TO 
£ Bap si Conditions, if any, which wy ture of hi: 
$ RES gove rise to immediate 
3 s&s cause (a), stoting the under, ( DUE TO 
& aa =? lying couse lost. {c) 

23 spring eee late 
z a3 3. 5 ad Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINA| eel ONDITION Tork o (a) | 19. WAS AUTOPSY 
Sees 9 Chronic brain syndrome assoc. wi isturbance of metabolism, grow Or | PERFORMED? 
ecfe?2 6) n ition with senile hrain disease wi p ho en on YesQ) nom 
Seen? 200. ACCIDENT WAS UNDERLYING. 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nolure of injury in Port | or Part Il of item 1B.) _ * 
G43. OR CONTRIBUTING [] CAUSE OF DEATH] | = nt was inadvertently pusned to the | by 
qgoes (IF EITHER, NOTIFY MEDICAL EXAMINER) | - Re Eas 
Zszes Year | 20d. INJURY OCCURRED . |20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) (State) 
SEL8o ;. Hour o,f. While Not while factory, street, office bldg., etc.) | “ : 
zsi?§ pom 1/22/5719 __|at work Lot work £) josvita] 5 Carroll: Md. 
Oa rss ° 
zg 3S 21. t certify that | attended the that | last saw the deceased 

< = . 
8 ri eee alive an_February 5. 12. ‘M, from the causes and on the date stated above. 
£ +o 2 ° an ADDRESS (Street, city or town, state} DATE SIGNED 
it Pe Springfield State Hospital 2/5/57 
° 2 a Zz & J ~ at 2 | Sikes), ree tas 2 ae armas 
23235 lepkos ald Walther H. Sonnenfeldt, WD. ra Sykesville, Maryland 
x 2 —" ee ee eee 
“ e 220. BURIAL, CREMATION, | 22b. DATE THEREOF Ze. N, ‘OF ETERY QR CREMATORY 7d. LO OP (City. 4 ‘or coual tate) 
ofoit udaal | X/S/l Ln Khorig)/ A 
- K 3 a pap y) i ff Fy 240, REC'D BY REGISTRAR | 24b. er), R'S SIGNATURE 
Yeaviss: PENOLA Fe. NU fore vate Z- B-D Wi LZAGA 
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nd completely fill 
1 popers. 


Then please repfave 


upiosifier death. 


cate has been signed by the oftending ph: 


nding physician. 


tained by the haspital or 
L DIRECTOR: After this cer! 
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snauld be detached for use as the buriol-!ransit permit. 
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VS AIS (4) 
1SM 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1637 CERTIFICATE OF DEATH ie: 01 686 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmistion) 
0. COUNTY Carroll oo 0. STATE Maryl and b. COUNTY Carroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL a ave neorest town! 


Westmins life } Westminster 


d. NAME OF HOSPITAL (If not in wae give street address) d. STREET ADDRESS e. IS SESAME 
OR INSTITUTION ON AF. 


169 E. Green St. 169 E. Green St. YET] NOLS 


3. NAME OF Fint Middle Lost 4. DATE Yeor 
DECEASED 


Month Da; 
OF 
(Type or prin!) Guy Norman Fringer,Sr¢ om February 18 1957 
5, SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [} | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male 


White = |wioowe & ovorceo[] | Oct. 25, 1873 ss" es eee ‘e 


100. USUAL cpeety Acive kind Be roctiepre 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

luring most o! ¢ 1 it Noy if retir 
r eybe Gperatct Printing Maryland USA 
13. FATHER'S ee 14, MOTHER'S MAIDEN NAME 


Gearge N. Fringer Catherine D. Hoff 


*, WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. }17. INFORMANT Address 


[Yes, #0, oF unknown) (Il yes, give wor or dates of service), 
no curr “s" Ss" | 21340169281 Guy N. Fringer, Jr. Westminster, Md. 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). afd Jc) 4 UNTERVAL BETWEEN 
PAR EAT eS SER anid Vow elat’) eas ae: 
DUE TO. 


Conditions, if ony, which i 
gove rise to immediote 

cotse (o}, stoting the under. ( DUETO 
lying couse lost. ( 


Pas Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. Nee AUTOPSY 


FORMED? 
yes(] not) 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY |Home, form, 1 261. (City or town) (Counly) (Stote) 
oor eta While Not wiley factory, street, office bldg., etc.) 
p.m. lot work [[} at work H 4 


21. eta Wa Es the —s fram,_Ia-€- Pret f Ze, 19.57 ta Foe Et 6 A eSZihet | last saw the deceased 


alive an + 12% Ry .. and that death accurred at fLi06 2M, fram the causes and an the date stated abave. 
Wa eet, city tote) DATE SIGNED 


site ayes chine Wthtpevuades hd 2)i9fi7 


Nantiyes “Ws. G. Speichér, M.D. 135_E. Main Ste 


Ra. pores CRE por ‘2b. DATE THEREOF Zc. NAME OF CEMETERY OR“@REMAFORY 22d. LOCATION (City, town, or county) aah 
Rec 
Biers 2021657 Westminster Westminster, Maryland 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S: SIGNATURE 
John R. Byers Westminste Md DATE 2-0 Z| A Cran4 (Fy 


ao, Y 


MEDICAL CERTIFICATION 


01667 


1 , MARYLAND STATE & DEPARTMENT OF OF No 18 
1633 CERTIFICATE OF DEATH 


Reg. Dist. No. 
oi bes eo Gated Ss (Where deceased lived. If institution: Residence before admission} 


o b. COUNTY 
LLL fA 7 [> GPOLG 


(y 
PAs, WP L0OLL CO MARYLAND 


y) 


sar 
3 
2 
3 g b. CITY OR TOVEN (If outside corporote limits, write ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
S Wir ‘ond Give nearest pe oa 
, 
2 Lz a 6 LF Jie Ud th AO lf 
ge AME OF HOSPITAL (I ié in hespitol, give sifeet oddress) d. STREET ADDRESS @. I$ RESIDENCE 
=o ” Ok INSTITUTION f ON A FARM? 
35 |__ 2 D Miele SS, LELUALM ST. SD eB 
3. NAME OF Fint Middle 4, DATE Month Day Yeor 


fice SO LON” GpeTRELL\ tom ZEB. 26 357 


6. COLOR OR RACE |7- MARRIED EpNever mareien [J [8. 0aTE a BIRTH E (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5 wibowep [] bivorcep [J YUL af /8 £3) 3 


font en Months] Days Min. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign Lae 12. CITIZEN OF WHAT COUNTRY? 


during most of working lfe, even if retired 
B UR b6LL CoO- At 


i? 
Ble ge aes AUTH A: 424 VEL MELD 
ne. i f yes, give wor or dates ‘J 
ee nee WRHOLOS F GMC RECL Wess 


Page: 


‘ 


te be executed withi-24 haurs after death. Poge & 


| [18. CAUSE OF DEATH [Enter only one cause per line for (0). (B). ond (2) (] es 
PART I. DEATH WAS CAUSED BY: ? : 2 
IMMEDIATE CAUSE (0) FE Metis! Mites A cae rat Pla at ad FL drrsmutdye 


Then pleose remove carbon papers. 


Lf Oo. DUE TO 
Conditions, if any, which wo Cetny Dit Mla ttep (es ica 


gove rise to imme 


co¥se (0), stoting the under- aint 4 ’ (1 
lying couse lost. @CAhA © TACO cas = 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {(0) |19. BERoeatoe 
c 
?) ves] no Qe 


200. ACCIDENT WAS. Homers oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port 11 of item 18.) 
OR CONTRIBUTING [ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (State) 
Hour a. m While Not xi foctory, rect, office bldg., etc.) ! 
pom lat work [1] of work ' 


21. | certify thot | ottended the deceased roe ee eRe BS, , 193K, to. 2-RS ee 192-Z, that | lost saw the deceased 


oliveon2 225. 1h 7 ee ond that death occurred ot." C/2M, from the couses ond on the dote stoted obove. 
ADDRESS (Street, city oF town, stote) DATE SIGNED 


+ attending physicion. 
is Certificote has been signed by the ottending physician ond completely fill 


auld be detoched for use os the burial-transit permit. 
the registror priar to buriol, cremation, or removal, ond in any event within 72 haurs after decth. 


4 
Q 
i 
< 
~ 
= 
= 
u 
= 
gt 
Fat 
a 
= 


PHYSICIAN'S ‘ ; 
|_[NAME (type) (~ «Le. 49/ ££7 22: 


70. BURIAL GREMAHON, | 2b. DATE THEREOF >A’ 27c. Nav NAME OF CEMETERY = eecleg E 72d. LOCATION (City, town, or county) (Stote) 
yeaa MPKEA 7 4/7 V/ a LLL TE Mi 


Tao. rs 'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE — ~# G 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth cert 


‘ x UNERAL DIRECTOR'S SIGNATURE , sf 
Vs. ANS (4 ‘ eS 2 = Hix gs : 
Ten viss } LA fei ome )-- 2 ave) t 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter deoth. Page 4 


os 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01668 
* 1656 CERTIFICATE OF DEATH 


cod 


a Reg. Dist. No. °) /- 
3 ae 4 iD aed DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
53\ : Carroll MARYLAND || ° Maryland = >. county Carroll 
3 8 b. cin pe ee ar outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
oa Carrol Ton 2 Carrollton 
2 2 y d. RARE Eee Sia (if not in hospitol, give street oddress) | d STREET ADDRESS. Nr +s teas 
af Bethel Road Bethel Road ves E]_No Pt} 
ie 3. pais ‘s First Middle Lost 4 pee Month Year 
‘A (ype or print) Raymond Franklin Green bam February % 1 DT 
: $. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [] | 8. DATE OF BtRTH 9. AGE {In years IF UNDER 24 HRS. 
4 Male White |wooweogG pvorceoX] |Sept. 22, 1897 yet: ia 
a P 16a. PP UALSOE CUERION ire kind eh Sener 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a omtaperers "4 Farm Carroll County, Md. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
David Frankbin Green Edith Taylor 


. WAS Pecenscorreriity u. 5. einer ree 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Pi baller Pee ieow & che ereareen 
> 10 ~~ = = © | 220401+4606 Miss Stella Green Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0) 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (of 


- DUE TO 


Then please remove 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 haurf after death. 


Conditions, if ony, which o 
Gove rise to immediote 
cote (0), stoting the under- (DUE TO 
lying couse lest. OD Dy (c) 


transit permit. 


L DIRECTOR: After this certificate has been signed by the attending physician ond campletely fill 


< 
iJ 
‘3 ri Part IL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)|19. WAS AUTOPSY 
g = ) () Dn V ° sey age 
358 3 JAS Vv LVAD ad ves [] No 
Poa  [200. ACCIDENT WAS UNDERLYING CE] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Vor Port Il of item 1B.) 
s & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Bog © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3t8 S [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) {Stote) 
5.° 2 r= Hour 0. m. While Not while foctory, street, office bidg., etc.) i 
BEL = pom. 19 Jot work [J of work [J ' 
= = 8 - 4 
H 3 21. 1 certi a attended the deceased from.¥. oa wa te C. 213 19.$7J,that | last saw the deceased 
eg 8 clive on__¥” AD... eowy.. and that death occurred a 56a, fram the causes and on the date stated abave. 
at 7 ry ADDRESS (Street, city or town, stote) 4. VATE SIGNED 
25% ACTUAL i] 4 
pus SIGNATUR fe: 
2 za 
£az 1 
as nanetives__E+ Reese Wilkens, M.D. 15 Kemper Ave. Westminster, MA. _ 
i 20. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY @d. LOCATION (City, town, or county) (Stote) 
et) REMOVAL espn 
pee ria. Qu l6e Carrollton Church of God Carrollton, Maryland 

e 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 240. REC'D BY REGISTRAR j 24b. REGISTRAR'S SIGNATURE 

Als (4) John R. Byers Westminster, Md vat 
SM 9755 2 SY n ry 5 pate 2-H <)> i Cakees Md], 


a 


Poge 4 should be 


ector. 
mr prior to burial, cremation, 


If any deloy is necessary, please exe- 
le pages 1 ond 2 with the regi 


‘" in pencil in Item 18. Give Poges 1, 2, and 3 to the fun 
3 Office along with form PM3. Page 5 may be retoined for y 


‘AL DIRECTOR: Page 3 should be used os a buriol-tronsit permit. 


certificate, writing the word “pending 


@ 
or removal 


ed to the Chief Medical Examiner’ 


cute. 
for 
TOF 


< 
Ey 
<3 
f3 
‘o 
g 
5 
9° 
2 
x 
& 
£ 
= 
= 
al 
s 
5 
& 
‘ 
e 
oT 
a2 
2 
5 
8 
iS 
4 
8 
= 
3 
8 
2 
Ee 
& 
= 
€ 
3 
i 
= 
< 
Cj 
a 
a 
= 
bol 
2 
& 
Qa 
° 
e 


VS. AISME(S} 
5M 9/55 


1) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 016 69 
‘ 165 MEDICAL EXAMINER’S CERTIFICATE OF DEATH wed 


1 eh sy DEATH 2. USUAL RESIDENCE (Where deceased lived. If Institutian: Residence before admission) 
4. 
Carroll marviano |] ST Morw] and b COUNTY Garrolii 
b. CITY Signe OWN Moonie comporate limits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autside corporate limits, write RURAL ond give neares? tawn) 
xa rural--Westminster 


d. NAME oF jee: PVD. 5 not in hospital, give street address) y d. STREET RF F.D. #5 te IS RESIDENCE 


ON 4 FARM? 
OM. no 
3. NAME OF Fiett Middle Lost 4. DATE Month 


‘DECEASED OF 
(ype aF print NELLIE HAINES DEATH FEB. rw 9 57 
5, SEX 6. COLOR OR RACE |7- MARRIED [[] NEVER MARRIED4u]| 8. DATE OF BIRTH 9. AGE (in yeor IF UNDER 24 HRS. 

—_ 60” ‘Months| Days | Hours | Min. 
female white |wrowO  oworceoO | Dec. ? 1896 0. yn. 


10a. USUAL OCCUPATION Wore kind of ree done] 10. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or tareign country} 2, CINIZEN OF WHAT COUNTRY? 
during ing lite, even if retired 


housework home Maryland U.S. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


John L. Haines Fannie B. Wagner 


2 Was — Lae IN U.S. ahs 4 pense 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
US mgaareane 
3] no ----- Mrs. Fannie B. Haines, Same 


Ni 


18. CAUSE OF DEATH [Enter only one couse per ling for (a), (b), and @1—, INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: sates Fe 
: (MMEDIATE CAUSE (o} 
9 DUE TO 


Conditions, if any, rs 1 


gore rite to immediat 
{o), stoting the underlying DUE TO 


cause last. ( f=- ss _- 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}|19, Bei 
MI 


ves] Noy] 


20a, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | ar Part I of ifem 18.) 
or CONTRIBUTING CO] 


PRIMA\ Fos , t ma 4 nai i 4 4 


CAUSE 
20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED |200. PLACE OF INJURY (Home, femal TOF. Tor tawn) (Caynty) {Stote) 
ae saz Hd 
H “ 


While fy Not silty acto aed i 
ate / 12 ‘at work x) ‘ot work 


MEDICAL CERTIFICATION, 


21. | certify that | took charge of the remains chee Save: held an Autopsy 0. Inspection 4], Inquiry and find that 


death resélitd from: ee vg Suicide [], Homicide [1], Undetermined cause [7]. 
Mp, CHIEF MEDICAL EXAMINER [1] ee 


rt oy ALIA 
ae i ASSISTANT MEDICAL EXAMINER o ios — $s? 
eaeeed ; JAMES T. MARSH DEPUTY MEDICAL EXAMINE 


Na. BURAN CEN TION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘2d. LOCATION (City, town, or county} (State) 
Pee 2=5-19 Sams Creek om PE vem (i Co. aS 


i sae Wi Pee cy M 4 EGISTRA Fanaa 4 
« M. Waltz, nfield, Marylan Mechel ee lame 1 ee aD 


PPO COAG 


= 


L DIRECTOR: After this certificate has been signed by the attending physician and completely 
Then please remave carbon papers. Pages 


ould be detached for use as the burial-transit permit. 
the registrar priar ta burial, cremotian, ar remaval, and in any event within 72 hours after death. 


© 


moy bastetained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
* 1658 CERTIFICATE OF DEATH 01670 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


oc Carroll marnano |] ONS Maryland SY 


b. CITY OR TOWN {IF outside corporole limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) ; a 4 
Henryton 2,69 ‘days Vor. y Baltimore 


d. NAME OF HOSPITAL [If not in hospital, give street oddress) d. STREET ADDRESS: [’ IS RESIDENCE 


OR INSTITUTION ON A FARM? 


Henryton State Hospital 2930 Southland Avenue ys) noo 
a. Nea 8 First Middle lost 4. pare Month Day Year 
(Type or print) Lela Mae Hammond | oram lye 1957 


3. SEK 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED fK] |8. DATE OF BIRTH 9 AGE tn gor IF UNDER T YEAR] IF UNDER 24 HRS, 
jos burthaoy) a 
Female Negro |woownQ ovorceot] | March 6, 1926 30 yn. Beg i 


Wo. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working We even if ratired) 


Practical Nurse Hospital New York U.S.A. 


¥3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


7 John Hammond Alice Keno 


¥ WAS eecage pecs U, $. ARMED ais V6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Play Mace A es care dine ot arte 
3 No 02-20-6684 Mrs. Alice Hammond - Highpoint \Nv.C. 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (€)-] INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE foL_F' vanced bilateral cavit TB 
XO XR) DUE TO 


Conditions, if ony, which {b) 
gove rise to immediote DUE TO 


cotse (0). stating the under- 
lying couse lost. ) 


Past It. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART H{o)]19. WAS AUTOPSY 
yes(] no) 
200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 1B.) 
‘OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Ooy, Year | 20d. INJURY OCCURRED. 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (Stote) 
Hour 0. m. While Net while foctoty, street, office bldg.. etc.) | 
p.m. 19 lot work [J ot work [] t 


21. 4 certify that | attended the deceosed fromavember li. 19.8, oFebruary lt. 19.57 that | tast sow the deceased 


alive on February hi ae and that death occurred atL2230A yy, fram the causes and on the date stated abave, 
has ADDRESS (Street, city or town, stote) DATE SIGNED 


Naattyed_Drre ‘Tom Fy Vestal, Supte Nenryton State Hospital, Henryton, Mis 


@2d. LOCATION (City, town, or county) (Stote) 
4 ; 


MEDICAL CERTIFICATION 


LEGGYIEZ AV]; é f . 
‘2a. REGISTRARS SIGNATURE 


Attetet, ” Lhe 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 67 1 
1659 _ CERTIFICATE OF DEATH Reg. Dist. Ne. 


1. PLACE ine Paes . 2. ere RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 
CO a. STATE b. COUNTY 
Mary land ede 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


RURAL and give nearest town) 
F Me Walkersville (Rural) 


IAME OF HOSPITAL {If aon in hospital, give street address) d. STREET ADDRESS. e. (S RESIDENCE 
oR INSTITUTION, ON_A FARM? 


ield State Hospital 10) yes 9 No 
Middle Lost 4. Pag Manth Day Year 


tyererrrin) John Henry Hape en 2 18__i9 
3. SEX 6. COLOR OR RACE |7. MARRIED [KJ NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (in yeors [IF UNDER | YEAR|IF UNDER 24 HRS, 


ed) 
nN 


by the funeral director, 
1d 2 should be filed wi 


Page: 


last birthday) [Months] Days Min. 


Male White wipowed [}—_ivorceD [] March 1871 8 yo. 


10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


| Farmer OWN FAR Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

William Hape Margret Keeney 
1S. WAS DECEASED EVER IN U. S. ARMED. ‘ae Ag 16. SOCIAL SECURITY NO. | 17, (NFORMANT Address 
(fen, no, oF unkoowny UL yes, give wor or dates of service! 


ko - Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c).] INTERVAL BETWEEN 


PART I DEATH NSSIATE Cause o__Chronic rheumatic heart disease 


Lp DUE TO 


Conditions, if any, which w___Bronchopneumonia 
gave rite to immediote 
cause (0), stating the ynder. ( PUETO 


lying cause lost. ey 


Parr Ut. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)] 19. Meronhane 
CBS assoc. with senile brain disease » with psychos i ves BJ NOC] 
20a. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port t or Part II of item 18.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED 208. PLACE OF INJURY [Home, farm, {20F. (City ar town) (County) (State) 
Hour a.m. While Not whi foctory, street, office bidg., etc.) | 
p.m. 19 fot work [J ot work [CF H 


21. 4 certify that | attended the deceased from.__January.29, 19.57, toFehruary 18, 19.5'7..that | last saw the deceased 
olive on February 18 _____, 1957____, and that death occurred at_.62 50. hh, fram the causes and on the date stated abave. 
ADDRESS (Sireet, city or tawn, stote) DATE SIGNED 


_Springfield State Hospital 2-18-57 


“Sykesville > Maryland 


Daang 


Then please remave corbon papers. 


the ceglstrar prior to buriol, cremation, or remaval, and in ony event within 72 hours ofter death. 


DIRECTOR: After this certificate has been signed by the attending physicion ond completely fil 
MEDICAL CERTIFICATION, 


tained by the hospital ar attending physician. 
wid be detached for use os the burial-transit permit. 


PHYSICIAN'S 
NAME (Type) 


To. ieovaniesen Z2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, or county) (State) 
OYE Ten 2/21/1957 Mt Hope WOOdsboro 


23, FUMS RAL a ae SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR 


A  d3anlon Mob prerrtee ing | oar 22vtthl495 


may be. 


TO FU 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


01672 


¥ 


f 16690 CERTIFICATE OF DEATH Fy shy 7 

sé 

3 as => 1, PLACE ea DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
Ee, a ocounry Carroll marviano |] SATE Maryland b.county Balto, City : 
3 3 ¢ b. CTY OR TOWN ( cuhide pcs limits, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporote limits, write RURAL and give nearest town) 

5 ed igulerweret toh 

$2 Sykesville 2mos. ;5days Baltimore 14 

pS: 2 d. SR IRENE. {If not in hospital, give street oddress) d. STREET ADDRESS e bale 3 
Be ! Springfield State Hospital 3012 Loch Raven Blvd.,Balto.18 | vs not] 

3. NAME OF First Middle lost 4. DATE Month ry Yeor 
DECEASE 

¥ fiypersr print Arthur Blain IRVIN ban February 2 19 Dt 


Page: 


5 Sex 6 COLOR OR RACE |7. MARRIED ®] NEVER MARRIED [] [© DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
log pathden Days Min, 
Male White |wroownt ovorcto | Nov. 2h, 1890 ot 


ficate be executed within 24 haurs after deoth: Page 4 


“ 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life. even if retired) U.S.A 
3 / ouse painter - Pennsylvania oSehe 
s a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o John Irvin Sarah Ann Harris 
3 I '. WAS. SOSeTE sae U: 5. BCE od 16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
aeons aly olalng kale et : : 
NA No = 218-05-5600| Springfield Hospital records. 


a 
INTERVAL BETWEEN. 
SET AND DEATH 


ours 


18. CAUSE OF DEATH [Enter only one cause per line for {a}, (b}, ond {e)-} 
PARTI. OEATH WAS A onus (o__ Cerebrovascular Accident 
Loe DUE TO 


Then please remave carbon papers. 


the reglstrar prior ta burial, cremation, ar removal, and in any event within 72 


Cerebral arteriosclerosis 


Canditions, if ony, which 0) 
gave rise ta immediote DUE TO 
cause (a), stoting the under: 
lying cause last. w__ Generalized arteriosclerosis: 


Part il, OTHER SIGNIFICANT CO! TIONS CONTRIBUTING TO DEATH BUJ NOT RELATED TO JHE TERMIN, ISEASI 1 IVEN IN PART Io) /19. WAS AUTOPSY 
C.B.Seassociated with Cerebrat arteriosclerosis, with poschoese 9 resi 


> on 
200. ACCIDENT WAS UNDERLYING () 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20F. (City or town} (County) (Stote) 
Hour a. 1, While. __ Not while foctory, street, office bldg., etc.) ! 
Pm. 9 lot work J ot work 9 ‘ 


21. | cortify that | attended the deceased from. December _20,, 1986_, to.Febs 255. 121 that | lost saw the deceased 


alive on_Feb._.25, ____, 1957 and that death occurred at .2249 Am, fram the causes and an the date stated above. 
a ADDRESS (Street, city or town, stote) DATE SIGNED 


-transit permit. 


MEDICAL CERTIFICATION: 


Sykesville, Maryland 


L DIRECTOR: After this certificate has been signed by the attending physician and completely fil 


ould be detached far use as the burial: 


Names Agustin delCampo, M.D. 


¢ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certi 
may be retained by the hospital ar attending physician. 


7 To. Roce 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) {Stote) 
5.m 9 i 
AL BUR TA £-\Q/Q5 U.S. WarjoVau— (BE LFLTO. PE 
- 23. 24o. REG BY, REGISTRAR | 24b. REGISTRAR'S SIGNATURE 4 
VS AS (4 ) AL by 
Avs . i Ld. arn DA’ * a, 7f\ _Clannd L/ big, 


VA 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


Ba 


nding physician. 


ined by the haspital or 
DIRECTOR: After this certificate has been signed by the attending physician and campletely fill 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 1 6 73 
1661 CERTIFICATE OF DEATH 


endl 


3. NAME OF, inst Middie 4. DATE Month Ooy Year 
(Type or print) ’ Cbapide StEuQ ite Joni aus DEATH m Ae. / a 19 & dé 

5. SEX 6. COLOR 2 RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH years [IF UNDER 1 YEAR]IF UNDER 24 HRS. 

es: 8 7 ary Sal Min, 

AM ¢ ay & WIDOWED [3] Divorced [] one te SS |e ae 

100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE -, or od Loo! 12. CITIZEN ¢ WHAT COUNTRY? 
during most or aie life, even if retired} Mh. LH A. cee " 

Jy REA ag ys yng 
I 13. FATHER® aim ae fi 14. MOTHER'S MACDEN NAME 
nllibon Jtnaca Moray E Wight 
| te “ae Oy v. foonees roRcese 17. INFORMANT . addres 7 Aa Ws SVT, % LE Ms 
MIR S | Riz LAN p- b pe AcAb 


18. CAUSE OF DEATH [Enter only one cause per line fo) “e eel ond Don, eae BETWEEN 


PART I. DEATH WAS CAUSED BY. O9thlel a5 /etart Mieie ONSET AND DEATH 


IMMEDIATE CAUSE (0) 
Lf a) DUE TO 
Conditions, if ony. which " 
gove rise to immediote 


cotse (0), stoting the under: 
lying couse lost. {c) 


Nib} ‘OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ae NOT RELATED Bei na TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)|19. WAS AUTOPSY 
ALUN baw. (a U5 Wt By eu No f 


IDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture oor injury in Port 1 or Port tl of item 18.) 
oe oO ITRIBUTING CE] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {(Stote) 
Hour 0. m. White Not while foctory, street, office bldg., etc.) | 
p.m. Ww jot work [] ot work [CJ H 


21. | certify that | attended the deceased fram, 19S] to. Ay le, 19.5 ].that 1 lost saw the deceased 


alive ong een ig ae wh S ped, and that death accurred ot eh. :M, from the causes and on the date stcted abave. 


sete, Naber af ee i oF aa bet ils, 


fate gia 
AME (Type). 


- 5 2 Reg. Dist. No. 
5s 7 mer) 
2¥ 1. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution; Residence before admission} 
fy ©. COUNTY thy 0. STATE Lin b. COUNTY yy) : 
iF ) Cau magrano Mar, man / 
3 a b. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN Ib ¢. CITY QR ee If outside corporate limits, write RURAL ond give nearest town) 
3 } RURAL ond_give neares! to / - Uf, - 
ee At Hand OLE EO Be he 
25 
= 2 ayes Ope {If not in hospitol, ay street oddress) . nb d. STREET ADDRESS: e. pas 2 tg 
zs / SPAY Spake Host ih Hillside Koga ves [1 No bg 
3 
® 
o 
2 


Then please remave carban papers. 


MEDICAL CERTIFICATION 


lauld be detached for use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours after death. 


Wo. BURIAL, CREMATION, | 2b. DATE THEREOF Zc, NAME Of CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) (State) 
52 = fave yrid 
Eo a laRh into Mb, 
Fe K iz. ak RECIOR'S f r its 5 i 240, REC'D ov rEISEA “iar 
Als (4 Vv A “= | eZ 72 ed 
Bans = YL hater ie Li p=R 1A A ap Cl 
LA 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


be setained by the hospital or ottending physicion. 


rector, od 


by the funeral di 
md 2 should be 


ond completely fil! 


certificote hos been signed by the ottending physigias 


ould be detoched for use os the buri 


\L DIRECTOR: After 


1d with 


Poges 


6ve carben popers. 


Then pleose rei 


ansit permit. 


death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 167 4 
5 CERTIFICATE OF DEATH : 


) Reg. Dist. No. 7 
1. PLACE OF DEATH 2 See (Where deceased lived. If institution: Residence before admission) 


a. ie: P RO Phas ia MARYLAND a. S] M D peered A mae i. 
b. Ry sue a (it ne limits, write | ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town} 
and give neorel = 
TANE GOWN 12 YRS lyoTANEY TOWN 


d, NAME OF HOSPITAL (If not in hospital, give street address) , d. STREET ADDRESS. @. 1S RESIDENCE 
OR INSTITUTION > a 2 ON A FARM? 


Ss bs ey 2x74 pL ae ves] NO 


3. NAME OF Fint ey Middle lost 4. DATE Month Doy 


DECEASED | OF 
thee orerinn TT AY IMT OND (x ARMAR EEFER| sm SPR. 7 w5 7 
5. SEX 6. COLOR OR RACE |7. MARRIED [P-NEVER MARRIED (] | 8. DATE OF BIRTH a 9. AGE {In yeors IF UNDER 1 YEAR|IF UNDER 24 HRs. 
be ) 99 lost birthday) Min, 
NM |W" fume wan | 10-10" 159 desk 
Wo, Gees Es di Paal ee kind i cena 10b, KIND OF SUNS TOR 1, BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
Pe VES TVW STL ad Tp. US A- 
¥3, FATHER'S NAME 14. MOTHER'S MAIDEN NAM! 
i — 
ALVIN JTERFE ANNIE ( TO 


Bev Ans SANS 
AYE LESSON 5. Ee 
re) hy /3:O5-I3S88 DEVLA EFF ANEX¥ TOWN [Yp. 


18. CAUSE OF DEATH [Enter only one cause per line far (a}, (b). and (c] INTERVAL BETWEEN 


, Z ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: Ltn 
» > 9» on IMMEDIATE CAUSE (0) A lke 


. - = 
LED Of, DUE To 4. 
Conditions, if ony, which ~ @ est 

gove rite to immediote 


couse (9), stoting the ynder. ( DUE TO 
lying co Jost. (¢) 
Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS tae 


PERFORMED? 
yes [] NO 

20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part 1 of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER] 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 

Hour a. n, While Not while factary, street, office bldg., etc.) Ri 

p.m. 9 lat work (J at work (J : 
— r 


21. | certify that | attended the deceased fram____ ##t*-7___, 19978 )._Z.,that | last saw the deceased 
alive on_. Ba ee NE , and that death occurred at_/24)_M~fram the causes and an the date ove. 


ADDRESS (Street, sity oF town, ygte! DATE SIG! 
mo. 3B Monn De Lee res G 
pA / 
rarscunrs Ld Fe, rf one WT. WEP Mal ple pT (r8le 


‘2c, NAME OF CEMETERY,OR CREMATORY 72d, LOCATION (City, town, or county) (Statey ‘ 
Z- [6-/95 7 | PEADEW DRANCY LENIN LT WESTIN STEP SID. 
f j , - 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE <p 
ot e/a | Marl (Yallic 


MEDICAL CERTIFICATION: 


TAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 haurs cfter deoth: Page 4 


_< TO HOSP 


: MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ft) 1 6 2 5 
M1) » 1663 CERTIFICATE OF DEATH 


LQ 


et Reg. Dist. No. 
84 “Tl. PLACE OF DEATH ‘ 2, USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
$ z @. COUNTY MARYLAND ©. STAI b. COUNTY 5 / 
ir Carroll Maryland Balto.Cit v 
Be b. CITY OR TOWN (IF outtide corporote limils, weite [c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
58 RURAL ond give neoresl town) : 
oe Sykesville 1_mo, 2 days Baltimore BVOl 
22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS. e. 1S RESIDENCE 
=o SF scih “7 OR INSTITUTION IN A FARM? 
aS : 5 . Mt.Royal Hotel, Mt.Royal ves] NOX) 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED OF 
(Type or print Joseph Claude KOOKEN bam February id 19 57 


Poges 


5, SEX 6. COLOR OR RACE |7. MARRIEDIS] NEVER MARRIED [] |€. DATE OF BIRTH * Saar if UNDER 1 YEAR| IF UNDER 24 HRS. 
S ethday} 
Male White [woo _ovorceoty | August 30, 1912. ri el | eee 


100. USUAL OCCUPATION (Give kind of work donel 10b. KER GR Ap pIRESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign Lh 12. CITIZEN OF WHAT COUNTRY? 
] during most of working life, even if retired) 
Credit Manager=s= | Wholesale Meat Marylend U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Claude Kooken Effie Koko Fazenbaker 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
pw | Meh PF enkoosen) Of yet, give wor or dates of service) i a 
Qo No - Ol=0 Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b}. ond (€)-] 


. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon popers. 


PART 1. DEATH Was soe, Malignant growth in brain - determination of nimnown 
19BX DUE TO type pending microscopic findings. 


Conditions, if ony, which ts 
Gove rise 10 immediote 
cotse {a}. stoting the ynder. ( DUETO 


-transit permit. 


lying couse lost. (c) 

Pag Il, OTHER SIGNIA aay STREET TING TO,DEATH BUT NOT RELA\ THE TERMIMAL DISEASE CONDITION GIVE! RT lip} |19. WAS AUTOPSY 
hronic Brain agsociacet ween SVG LSM WotR seGondar maul ES ot PERFORMED? 
Vitamin de ves bos malnutrition, yes] NOX) 


200. ACCIDENT WAS UNDERLYING [}__]20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Ii of item 18) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
70s. THHE OF INJURY “Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, Farm, {20F. (City or town} (County) (Slote 
Hour 0. m. White Not sailor foctoty, street, office bldg. etc.) t 
pm. jot work ([] of work H 


21. | certify that | attended the deceased a wl, to.February 7, 19.51..that | last saw the deceased 


red ot i230_Am, from the causes and an the date stated above. 
ADDRESS (Street, city or town, ges) DATE SIGNED 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type) Cinenie 


2o. or 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City. town, or county) (Stote) 
sas 
Bu 2/9 
gop 
be) te a JZ. few 


ould be detached far use as the burial: 
the registrar priar to buriol, cremotian. or remaval, ond in ony event within 72 hours ofter death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 i 6 7 
1664 CERTIFICATE OF DEATH ite 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY Carroll MARYLAND 0. STATE Maryland b, COUNTY 


b. CITY OR TOWN (If outside corporote limits, wrile | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) Balti ts 
Sykesville 34 years imore By ol. 4 

d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: iS Lege 3 


\d 2 shauld be filed with 


3. Middle Lost 4. DATE Month Day 


“Springfield State Hospital ne Menere BEY: ve.) wat) 
NAME OF First 
DECEASED Magdalene Kroh beam Feb, wh 


Yeor 
(Type or print) 19 5 q 


5. SEX 6. COLOR OR RACE ]7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors eae 
OR, aa lost bicghday} Devs Min, 
‘emale e WIDOWED pivorced I] | 1-12-1882 75 yn. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife aa Maryland WeSiaks 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Henry S. Wachsman Theresa Markell 


is WAS, Deter EVER IN U. S$. ARMED Mey a6 16. $O% SECURITY NO. |17. INFORMANT Address 
fer, 00, oF unknown) {tt yes. give wor or dates of service) 2 
5 No. fram Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond ()-] UNTERVAL BETWEEN 


ah 1 EAH IN EOLANES Cae? fo Myocardial Infarction 2 days 
¥. / DUE TO 


Condilions, if ony, which tb) 
gove rise lo immediote 
cotse (0), stoting the under: 
lying couse lost, {e). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 119. ee 


Manic depressive psychosis, manic type yes) No) 
20a. ACCIDENT WAS UNDERLYING (] 4 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 


OR CONTRIBUTING [J CAUSE OF DEAT: 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


a a 
20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED ‘202. PLACE OF INJURY (Home, farm, 4 20f. (City or town) (County) {Stote) 
Hour 9. m. While Not while foctory, street, office bldg., etc.) $ 
p.m. 19 lot work [J ot work [] 


21. | certify that | attended the deceased from...L2@=27____, 1922, to. , 19. 27.that | last saw the deceased 


alive on. 1 ae Se} 1257, and that death occurred ot 10: 0am, from the causes and on the date stated abave. 
. ADDRESS (Street, city or lown, stote) DATE SIGNED 


SGNATOR GY, LUTE: bids LM Td mo. thet inh he Sp a wih l 2/14/37 
PHYSICIAN'S 27) od iy, ¢ be ie if — - = 


NAME (Type)_// 


To. BURIAL: eae ee ic. NAME CEE. ‘OR CREMATORY 2d. LOCATION (City. town, or county) ijrote) 
Ye, ify oy spent. V4 2 Vi 4 Y 
F, Nee g aS cia A; Le pte t >, LI 
y hae gy Vibe Be, LA. Daa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Lied. Walt Beeler Ay, ~ fom 2-459 IC Fate selec) 
a 


® 


Pages 


1 Breet eat 
mg | 


Then please remave carbon papers. 
f 


Hypertensive cardiovascular disease 


‘cate has been signed by the attending physician and campletely fil 


nding physician. 


MEDICAL CERTIFICATION 


ained by the haspital ar 
L DIRECTOR: After this cer 


7 


sniould be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haur: 
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_ TOH 


a 


by the funeral director, 
2 shauld be filed with 


@: 


Pages 


fer death. 


iL DIRECTOR: After this certificate has been signed by the altending physician and campletely fill 
Then please remave carbon papers. 


lould be detached far use as the burial-transit permit. 
the registrar prior ta burial, crematian, or remaval, and in any event within 72 haur: 


jained by the haspital or attending physician. 


8 r 
poge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO Fu 


VS AIS (4) 
1SM 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1665 CERTIFICATE OF DEATH 


Q1677 


Reg. Dist. No. 
if ight eal ae wren revere (Where deceased lived. If institution: Residence before odi ion) 
eg a b. COUNTY 
Carroll pane Maryland Carroll 


¢, CITY OR TOWN {IF outside corporote limits, write RURAL ond give neares! town) 


x Union Mills 


i } b. CITY OR TOWN (IF outside corporote limits, write 
/ RURAL ond give nearest town) 
Sykesville imo. , 27days 


d. NAME OF HOSPITAL (if not in hospitol, give street oddress) yd STREET ADDRESS: . 1S RESIDENCE 
pe OR INSTITUTION t ON A FARM? 
Ft Humbert Ants ves] No & 

3. NAME OF fi Middl lost 4, DATE 
RADE oe int iddle r DA ‘Month Doy ——Yeor 
(ype or print) Elmer Ferguson LOGUE DeatH §=Februa ES 1957 
°. 


6. COLOR OR RACE | 7. MARRIED ([] NEVER MARRIED (| OATE OF BIRTH . AGE {In years [IF UNDER | YEAR] IF UNDER 24 HRS. 


pvorcengy | August 1, 1878 ee eae || Min. 
100. pe eral CRO fee 10b. KIND OF ee OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a, farmer Farming Maryland U.S.A. 
J ) 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
¥ Hay ary Ward 
y oor ore ee Ge Se aan Tones 16, SOCIAL SECURITY NO. ‘7 Sorin F 2 Address 
6| "No = (S229-F5HS Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per li J b Ge INTERVAL BETWEEN. 
PART I, DEATH WAS CAUSED BY: PAAG Brat ene ee ie 


IMMEDIATE CAUSE {0} 


; ra : DUE TO 
N Conditions, if any, which ) 
gove rise to immediote 
co¥se {0}, stoting the under ( OVE TO 
lying cause lost. a 
P. Ii, OTHER SIGNIFICANT,CONDITIONS CONTRIBUTING TO DEATH BYT IT RELATED TO THE TE! INAL DISEA: INGITI Mi ART 1 19. WAS AUTOPSY 
sans pertensive CardLovASCULAr ULBEASE FC «Dave aSSOeWL tN COLE DEAL AEP Nsa” l'* Metoncor 


ero with _p hotic reaction ves) nog 
20a, ACCIDENT WAS_UNDERLYING () ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port !I of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


—$<$<$—$—— 
20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour o.m. While No! while factory, street, office bldg., etc.) | 
p.m. 19 fot work [7] of work [J 1 


21. | certify that | attended the deceased fro ebruary +, 192! that | last saw the deceased 


MEDICAL CERTIFICATION, 


alive on_. ruary 1, ___, 19.57. M, from the causes and an the date stated abave. 

ADDRESS (Street, city or town, stote) DATE SIGNED 
Setlon no, Springfield State Hospital ofi/st 
Nantes, Walther H, Sonnenfeldt/, M.D. Sykesville, Maryland. 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Bic. NAME OF CEMETERY OR CAGMAPORT Tid. LOCATION, (City, town, or pounty) {Stote) 
qectca pe |. --S Act th. pA Vettel, 
febetr cee, ic ikon Ler Wf 4 
y CTOR'S (et) SAR Som . ale spe ‘Zhe. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR 
0 Lye Bi, ‘J ‘ patese-2 S| : 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
va * 4665 CERTIFICATE OF DEATH 


01678 


ont 


= . Fa Reg. Dist. No. 
ps fq [1) PLace oF oeaTH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare admission) 
= fy ss Hee Carroll MARYLAND || Maryland "“"" Montgome 
. SE Bor v 
= a) g b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corparote limits, write RURAL and give nearest tawn) 
$3 — ‘and give nearest town) mee 
® $2 ykesville Smos.22days |1/5x 22. Bethesda 
2 2 & d. NAME OF HOSPITAL {If not in hospitol. give street address) d. STREET ADDRESS e. IS RESIDENCE 
>. = OR INSTITUTION, ON A FARM? 
qe Springfield State Hospital 710k Exeter Rd., Bethesda ves] No 
2 q 3. NAME OF Fi Middl 4. DATE 
£ e ee inst y iddle : Lost Dar f Month Dey Yeor 
< 3% (Type or print) Josephine Trenholm LYMAN DEATH ebruary 8, 1957 
my =e 5. SEX 6. COLOR OR RACE | 7. ae NEVER MARRIED Oo 8. DATE OF BIRTH %. aes er eunoet J YEAR) IF UNDER 24 HRS. 
= <= - c Hi Mii 
vs 3 Female wioowen pvorceo(] | Sept. 18, 1875 ‘St wth "| 30) ed 
2 eZ: 10a, USUAL OCCUPATION kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) A CITIZEN OF WHAT COUNTRY? 
< é - ; 
3 38s fs ing most af, working life, even if retired) a 
f yes i ousewife BD. South Carolina U.S.A. 
2 is) a . 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eS) Ge 4 
£3 Q | ) Frank Trenholm Mary Burroughs 
2 : XB 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO, [17, INFORMANT Address 
b aE {Yea 10, oF unknown} (18 yes, give wor or dates of service) 
8 ofp No - gute Springfield Hospital records. 
2 £3 
oN Meds 5 18, CAUSE OF DEATH [Enter anly one cause per line for (0). (b). and (c)-] INTERVAL BETWEEN 
pee PART I. OEATH WAS CAUSED BY: 4 
ge. “Bog 2 IMMEDIATE CAUSE (o1___ Don chopneumonia 
5 eee J ue ‘ OUE TO 
= Ber Canditians, if ony, which (0 
s Bee gaye tise 10 immediate 
3 BRS cctse (9), stating the under. ( UE TO 
Fes ~-v lying cause last. x4) «). 
2s7ee2 
33 8 5° % Paar Ws any SIGNI Neral, INTRIBUTING TO DEATH Ht NC RELATED TO THE TERMINAL DISEASE Fong GIVEN INARI ART to) 19. WAS AUTOPSY 
SRSEG £2) C.B.s,asso.wi See yutun cerebral arcerLose erosis,with psycho dig bg 
eases 3S reece Fracture of pubic bone O som 
2o322 g 
i es Be? = | 200. ACCIDENT W. INDERLYING (J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part I! of item 18.) 
Z 6 ls & [OR CONTRIBUTING SJ CAUSE OF DEATH 
geees G | (IF eltHER, NOTIFY MEDICAL ExamINeR)| Patient found lying on floor, 
2sess & 2c TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, 1 20f. (City or fawn) (County) (Stote) 
Es.8e 8 Mow 12/26/ WHEN, ry Net vile ess Spita Pets seat iSykesville Carroll Md 
QSErs = p.m. fat wart ‘at warl Ss ‘ 
2258 
Ose oO 
2335 21. | certify that | attended the deceased ee ... 19.96, to February 8, 1957 ..,thot | lost saw the deceased 
peeks alive on_Yebruary 7, ___, 221e, ond that death accurred atL22 25.4 M, fram the causes and an the date stated abave. 
E=635 ADDRESS (Street, city ar town, stote) DATE SIGNED 
5° 
epese || |Seucton mo, Springfield Hospital, 2/8/57. 
apa ; 4 
i . ! 
z | 5 Nant Wyre) Hs Sonnenfdidt, M.D eheis senta retain 
& & ad 72a. BURIAL, CREMATION, | 22b. DATE (ead ‘Zc, NAME OF CEMETERY OR CREMATORY 1d. LOCATION (City, town, or county) 
233 Re eye (Specify) MES, i arene . E by * 6, 
— < +a 2 ca A fi (Jeu A = 
z e oo REC'D BY REGISTRAR ib. REGISTRARS SIGNATURE 
VS AIS (4) 
15M 9/58, 


pate 2 q- S rab peas: [OME AW 4 YM 4 NE eee eer Z 
7." eS ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01679 


— 
Ly) 1687 CERTIFICATE OF DEATH Dene 

sé MM 

ia PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived, If ination: Residence betare odmision) 

38 — zs maryiano || % STATE ARYL AND ™oOUnT CARROLL. 

38 b. GITY OR TOWN (i oukide corporate Finis, wile [<. UNGTH OFSTAY IN Tb | ¢. CIN’ OR TOWN (if auld corporte limits, write RURAL ond give nearest town) 

5 cond give neoyest tow7 

s2 EARS UNION BRIPGE 

2 2 d. NAME OF HOSPITAL {If not in hospital, give street addrgls) d. STREET ADDRESS e. 1S RESIDENCE 

=o 4 OR INSTITUTION ON A FARM? 

ss MAIN ST ves E] NOL 


3. Middle last 4 pare Manth Doy Year 


NAME OF i First 
timenn CHRRLES Willan MACKLE y | tom FEB, (3 wS7 


5, SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors JIF UNDER 1 YEAR|IF UNDER 24 HIS, 
lost birthdey) or 
Y] Ww wioowen J oworceo | FEB A/-/977 yes. 


I 10s. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if relired) 


PE AL ROA 1RYLAW USB 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Mie Ten A MACKLE MAR LTT LE. 
Do atae La eee eae MeO rORCESY 16. SOCIAL SECURITY NO. |17. INFORMANT : Addresy = 
e) WO UP 14: F604 We Fash & f we Lonale WA. 


| ]18 CAUSE OF DEATH [Enter only one cause per line for (e), (b), ond (e)] | (NTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: So a Me 1) 
, IMMEDIATE CAUSE (a! 


». 


Pagest 


Then please remave carbon papers. 


7 DUE TO 
Conditions, if any, which ry (4 P< 
gore rise to immediote( 9 1 


cause (a), stoling the under- 
lying cause lost. {e) 


Past II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0)|19. Rueroenens 


MED? 
yes(] not] 
200, ACCIDENT NO SE TING a ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure af injury in Part ar Part Il af item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY = Manth, =e Year | 20d. INJURY OCCURRED 20e. FLAGE OF INJURY (Home, form, 5 20f. (City or town) (County) (Stote) 
Havr ap. While Not while factory, sireet, affice bldg., etc.) ; 
pom. jot work [7] ot work [7] H 


21. | certify that | attended the deceased from._.//4 / 19.94 to A/S /2 ___., 195 Zthot | last sow the deceased 
alive on________. ion tae 28 woz, and that death occurred t FOAM, from the causes and on the date stated above. 


ADDRESS (Street, city ar town, stale) DATE SIGNED 
Min D. Phen Wea. nee, L. LIIZIEZ 
NAME type =. : AV. EW. WIN. ISS Pale Jee 


NAME (Type! 
7a BURIAL, CREMATION, Zac. NAME OF CEMETERY OR CREMATORY 4. ay iS. (Gy, tom, oF coer (Stote) 
0h Be 7) = 
ae Ew WV BRD LYD 
—a 24a. REC'D BY rata, 245, SEGISTRAR'S SIGNATURE 


oare 2 b 4 Yep? 


MEDICAL CERTIFICATION, 


\L DIRECTOR: After this certificate has been signed by the attending physician and campletely 


hould be detached for use as the burial-transit permit. 
gistror pricr te burial, crematian, ar remava!, and in any event within 72 hours after deat! 


tained by the haspital ar attending physician. 


be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1668 CERTIFICATE OF DEATH 01680 


Reg. Dist, No. Wf 


~ 
= 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 9. COUNTY Carroll ation 0. STATE isan b. COUNTY 
a 3 \ 
= P 
Be b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town) 
3 RURAL ond give nearest town) var Baltimore 2 
22 Sykesville mo, 1d vet eee 
4 “4 dad. Sesto i (If not in hospitel, give street address) d. STREET ADDRESS e. 5 Ri 
£4 ; PN ‘ 
3s I5 Springfield State Hospital 1103 South Allwood Avenue | ves[J no 
8 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
‘ (Type or print) Florence Margaret MAJCHRZAK DEATH February 8, 1957 
2 3. SEX 6. COLOR OR RACE |7. maRRIED [2] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors [If UNDER 1 YEAR] IF UNDER 24 HRS. 
Sept 5 8 ies Doys | Hours] Min. 
" F W wivoweo [] pivorceol] | Sept. 5, 1899 yn. 
Bz Jf | [¥00. USUAL OCCUPATION (Give kind of work done] 10b. KINO OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 i) duging most of woniog life, even if retired) 
/} ousewite - Maryland- U.S.A. 


a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Rose Zaporawske 
Lica soll donated SOCIAL SECURITY NO. 17. INFORMANT : Kddress 
) No" - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). ond (c).] 


PART OATH MPIAIE Capse o)__alignant melanoma or thigh, Grade h 


/ 7OX UE TO 


Conditions, if ony, which tbh. 
gove rise to immediate ( 1 


couse (0), stoting the under- 
lying couse lost. ao 


tee I. OTHER SIGNIFICANT CONDITIQNS CONTRISUTING DEATH BUT See a TO THE TERMINAL ghee CONDITION GIXEN IN PART 1(a)|19. WAS AUTOPSY 
Schizophrenia, paranol Supe, plas a rrested pulmonary tuberculosis. PERFORMED? 


INTERVAL BETWEEIS 
ONSET AND DEATH 


a 


yes [(] NO 


200. ACCIDENT WAS_UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour 0. fi. While: Not while foctory, street, office bldg., etc.) i 
Pim. 19 lot work [1] ot work [J H 


21.3 certify that | attended the deceased from Oct. 205, 1994._, ta. ary 8y, 192.(_..that | last saw the deceased 
olive on_“ebruary 8, 19 )_,.. and that death occurred of22.30 A_M, fram the causes and an the date stated abave. 


—_ 


7 2 ADDRESS (Street, city or town, stote) DATE SIGNED q 
SEN bi tee we Lur M0, Sprinefield Hospital 2/8/57. 


r4 
Q 
3 
< 
be 
fra 
i) 
= 
< 
es 
6 
a 
= 


IAL DIRECTOR: After this certificate has been signed by the attending physicion and completely fi 


hould be detached far use as the burial-transit permit. Then please remove carban 
the reglstrar priar to burial, cremation, or removol, and in any event within 72 haurs offer déath. 


etained by the haspital ar attending physician. 


Maneives Edmund Lusthaus, M.D. _Sykesville, Md. 


Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) Grote) 
957 St. Stanislaus Dundalk Ave. Md. 
, 2 Zab, REGISTRARS SIGNATURE 
: - a Q 
Yeayrss) p ah A . La, Ti |onteo2/ ih / 3 _ Harr Leet) 


* 


page 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours offer death: f% 
moy 


TOF 


7 Peblbunet$¢ Wg, / 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 1 6 8 
CERTIFICATE OF DEATH ma Ly 


= 


tee OD 
3 = ,). PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. if institution: Residence before admission) 
£3 A) goa Carroll marruand |] AE Maryland bcouny Carroll 
e ra : N _ b. ciTy OR TOWN (lt eet corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
BS werewnister 70 years || 27 Westminster 
2 2 A 3. OR INSTITUTION 2,9 not in hospital. give street oddress) i STREET ADDRESS st. 
BS y 7 E. Main st. 417 E. Main St. ves D] NO EX 
o 3. NAME OF Fint Middle Lost 4. DATE Month Oy Yeor 
5 {Type or print) Edward Martin Mancha ote ~February oD ie 
Ss 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
: Februsry 1, 16] 82h [=| om [| 
é 100. Uevede SAU TAMSIN (oie kind fone ad 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
87 Yet Carpenter House Builder | Carroll County, Md. USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Louisa Riffle 


17. INFORMANT Address 
“=~ «4 Mrs. Edward M. Mancha Westminster, Md. 


1B. CAUSE OF DEATH [Enter only one couse per fine for (0), (b), ond (Q.] INTERVAL BETWEEN. 


PART §, DEATH WAS CAUSED By: 
< IMMEDIATE CAUSE (o] 


Lewis Mancha 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 
(es, 10, er unknown) (If yes, give wor or dates of service) 


no “a4 se & 


ig? Pa ONSET AND DEATH 


re DUE TO 


Then please remave carban papers. 


Conditions, if any, which 

‘ i fo 
gove rise to immediote 
cotte (0), stoting the under: (| OVE TO 
lying couse lost. (). 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death. Page 4 
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Suet. 5 
BSeo Fg Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 
$555 = 
foe 
ao0o 3 
eoas © [200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part It of item 1B.) 
ati & [OR CONTRIBUTING C1 CAUSE OF DEATH 
pees © |e EITHER, NOTIEY MEDICAL EXAMINER) 
Jes 2 —— 
56s & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome. farm, 1 20f. (City or town) (County) (Stote) 
ses Fal Hour om. While Not while foctory, street, office bldg., etc.) | 
sitet 3 fot work [] of work (7) d 
i erek Tes = 
gs 2 < 21. | certify that | attended the deceased fram.____ #2*—s___, 1I997B, ta___ Sees 197Z. that | last saw the deceased 
ozo. s ~ ~ i Sy 
re $3 alive on____. A CP 292, and that death accurred at__/¢9 M, fram the causes and an the date stated abave. 
= atc ADDRESS ag?) town, stote) = DATE SIGNED. 
a a ‘ . Ls Bal , 
pess  / wo. LES BPG Psat evmote Bef} (2-7 
faze 
Ba25 PHYSICIAN'S - 
¢ 3 Nametiyon__Ws CCdennette, M.D. 103E.. Main St. Westminster, Mde _ 
ny To. si Gar ies ‘2b. DATE THEREOF Zc. NAME OF CEMETERY ORMEREMATORY 72d. LOCATION (City, town, or county) (Stote) 
Peat be pegi 
PE ge eS QelAw Westminster Westminster, Maryland 
4 


73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2éo. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE ‘3 
? if 
: John R. Byers Westminster. Md. DATE? -£ Y 3/7 tf ued VLA 


by the funeral director, 


Ind 2 should be filed with 


Then please remave carban papers. Pages™ 


HRECTOR: After this certificate has been signed by the attending physician and campletely fi 
ta burial, cremation, ar removal, and in ony event within 72 haurs after death. 


wld be detached far use os the burial-transit permit. 


prior 


ined by the hospitol ar attending physician. 
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“gt: 
the reglstrar 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 


t 16 CERTIFICATE OF DEATH z ? f. 


if oe OF DEATH 2. baer RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


PH i L- SE PD. b. COUNTY AIPRO L- 


b. oe (IF outside corporote limits, write ¢. LENGTH OF STAY IN Ib We OR TOWN (If autside corporate limits, write RURAL ond give neores! Town) 
ol jive rare town] 4 
W/E > 77 Ye We STIUNSTE 


d. NAME & 2a o ney in hospital, give street address) TREE’ ESS. @. 1S RESIDENCE 


a eee STADISON S Dy SEY Si: ve CF] no 
1 Middle tost 4. an Month Da} Yeor 
= Ar ere Bu iO we? 


5 way, 6. ‘bs OR RACE D. MARRIED [ZJ-NEVER MARRIED (] LY Ot OF <a 9. AGE (In years [IF cal TYEAR] IF UNDER 24 HRS. 
ae vlitntion) Min. 
WIDOWED (} pwvorceo I] | /*4 TAYT ee ity 
1a. weuat ea’ Va kind a wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. S/ p chai or — Zs se! CITIZEN OF WHAT COUNTRY? 
during most of working 
Als of rE LMR E aS A» 


13, FATHER'S NAME a a & toe NAME 


Zoors TTiveH A Biers IFEL E 


forthe een U. s. ~~ force 16. SOCIAL SECURITY NO. | 17. INFORMANT x Address os ‘= ve aealh =) 
ps pa ace eee ore | ty 
VO LLY- 01-1704, Syaaie I Prencha. “i Letrtinato> Sha 
EE EE aa? he 


18. CAUSE OF DEATH [Enter only one couse per ling for (0), {b}. ond (c}-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: oe 
IMMEDIATE CAUSE (0! 


¥ ‘ DUE TO 


Conditions, if ony, which o 
gove tise to immediote 
9 the under- 


{c). 


Parr Il. TER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8YT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(ol]19. WAS AUTORSY 
Pra ves] no 
Mio, ACCIDENT WAS UNDERLYING [1 ]20b, DESCRIBE HOW INJURY OCCUREED. Enter noture of injury in Port 1 or Port of em 18] 
OR CONTRIBUTING 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
206, THE OF INJURY Month, a Year ]20d, INJURY OCCURRED  ]20e. PLACE OF INJURY (Home, farm, 120F, (City or town) (County) {Stote) 
Hour a. While Net while factory, stree!, office bldg., etc.| M ' 
p.m. Jot work [[] ot work ee 


21. | certify that lattended the deceased fram_\\ak tn SL, to. ore AL, 19.3_Z that | last sow the deceased 
alive an 20 


MEDICAL CERTIFICATION, 


= ier, and that death occurred at {1 4) Am, from the causes and on the date stated above. 


cr ADDRESS (Street, city or town, stote) DATE SIGNED 


titi Nal wo, BSA UY 


O 4 
A 
EE ays we OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county} {Stote) 
Dipipen B 28-175 71Y/ WESTER LEIN WESTSUMS TER PI 
- 24a, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
x LALLY ae EAM Mw af fA MELEE 
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toined by the haspitol ar attending physician. 


‘L DIRECTOR: 


end 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0) ] 6 8 3 ve 
» 167 CERTIFICATE OF DEATH Fea 


at dda gists (Where deceased lived. If institution: Residence before admission} 
7, 


gaa i LLez fs LAE 1 Z_. 


¢. LENGTH OF STAY IN 1b € GITY OR TOWN {IF ovtiidy corporate iliny write RURAL ond give nearest town) 
Jf p y, j 


th A Uptthfef - AALICLTA baete | Pas 
d. NAME OF HOSPITAL (If aot if ponpital give street oddress} d, STREET ADDRESS 


. e. IS RESIDENCE 
OR INSTITUTION C\ ON A FAR) 
ft? ves NOR! 


3 NAME OF Fist y Middle los (DATE Boy) at 
Uygeoaeris TOA hk LEAR. Lid, V4 A Stara 19. 


6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. ee (In aa IE UNDER T YEAR] IF UNDER 24 HR 
; logy, birt TM: Months} Doys | Hours Min. 
WIDOWED SS, owvorceo 1] | /2e, Tae: 
7 BIRTHPLACE ‘Soe oF foreign country] 


10a. it SeareMONNGire Tind of wark done] 106, KIND OF BUSINESS OR INDUSTRY ¥2, CITIZEN OF WHAT COUNTRY? 
during OF of working life. evensif retired} 


2 


- 


by the funeral director, 


id 2 should b: 


Poge: 


death. 


MAPLES 
13. FATHER'S NAME 14, MOTHER'S MAI 


Wiion wy. Pills Mettees 


15, WAS DECEASED EVER IN U. S. ARMEO FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMAI 


Yes. mo. or unknown) IIE yes, give wor or dates of service] 
Db > Werte | 
18. CAUSE OF DEATH {Enter ‘only one couse per line for {o}, (b}. and (c) J pss BETWEEN 


PART t, DEATH WAS CAUSED BY: NO DEATH 
IMMEDIATE CAUSE (o} 


DUE TO 


na, if ony, which w_general arteriosclerosis 


gove rise to immediote 
cote {0}. stoting the under. ( OVE TO 
lying couse lost. {el} 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0) | 19. eee 
| 


Yes—] no 


Then pleose remave carbon papers. 


200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) {Stote} 
Hour o. m. While Not while factory. street, office bldg., etc.) 
p.m. jot work [-] of work [7] H 


21. | certify that | attended the deceased from.__.1935_________, 19.____, ta Jt. February 19.57. that | last saw the deceased 


olive ond February. ye ao and that death accurred at_1.805/M, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) Ce SIGNED 
Iibe 


After this certificate has been signed by the ottending physicion and completely fil 
MEDICAL CERTIFICATION 


M.D. 


PHYSICIAN'S. 
NAME (Type) , Sykesvill P.O 


‘Zo. BURIAL, des, 226. DATE THEREOF aig QCATION (Cify, town. Sy, ty) 
OVAL ad $7 
Oe a LEZ, ZG Fk ad OZ Cie 
pat 
47 eG A ce a) OE ENNIO oS yee ere fe 


—. ee Vet CUT O 


1 , MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 “| 6 8 / 
ay 1672 CERTIFICATE OF DEATH 


ot Reg, Dist. No. 
3 a \ iF Lea = LeU AL ResOeree (Where deceased lived. If institution: Residence before admission) 
‘3 a a \. TY 
32 Carroll MARYLAND Maryland Ton Montgomery 
& rf b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
o RURAL and give nearest town) = fi 
2 Sykesville 3mon, 6 dys 2Silver Spring 
‘2. u d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e, IS RESIDENCE 
= OR INSTITUTION ON A FARM? 
BS Springfield State Hospital 8722 Cameron Street ves] NO] 
e 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
DECEASED OF 
7; Lyre sere) Gertrude Evel MASON DEATH February 14, 19 57 
Ss 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ee last birthdoy) [Months] Doys Min. 
F W wivowen] —ovorcto] | March 31, 1870 ya. 
100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
/ during most of working life, even if retired) 
Receptionist Hospital Rhode Island USA 
| 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Job Macomber Lydia Aldrich 


pA WAS. DECEASED ae U.S. padi ag 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
fet, 99, OF unknown), Ye, give wor or sevice) =.) am 5 
6 no 135 26 3692 Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (2-3 


PART |. DEATH MrbiAt reaver io. Hypertensive cardiovascular disease 


HYSX DUE TO 
Conditions, if any, which 
gove rise to immediote 

couse (0), stoting the under. { OVE TO 


lying couse lost, (¢ 


INTERVAL BETWEEN 
ONSET AND DEATH 


ars 


) 


Then pleose remove carbon popers. 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mop] 19. eA 
Chronic brain syndrome assoc. with arteriosclerosis with psychotic reac+ ys) xo 
200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port II of item 18.) tion 
OR CONTRIBUTING [] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour a. 9. While Not while foctory, street, office bldg., etc. 
p.m. 19 Jot work [1] ot work 


MEDICAL CERTIFICATION, 


, cremation, or remaval, and in any event whipin 72 hours after death. 


\L DIRECTOR: After this certificate has been signed by the attending physician and completely fi 


tained by the hospital ar attending physician. 
hauld be detached far use as the burial-transit permit. 


« 


a: 21. | certify that | ottended the deceased from.___November $, 19 50, to_ ry_14 19.2'7. thot | lost sow the deceased 
: alive on__february 14,___, Age dees ond that Wi occurred ot + 2M, from the couses and on the date stated above. 
3 ADDRESS (Street, city or town, stote) DATE SIGNED 
. ¥ no. ....... Springfield State Hospital 2/15/57. 
a / 

g Nametyes)___ Walther H. Sonnenfelgt, M.D. Sykesville, Maryland 
? 

2 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death: Page 4 


;, Ro. RURAL SEATON ‘2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City. town, of county} (Stote) 
pe > Trans. ¢ Sirsa 2/16/57 Oak Grove Cemetery New Bedford, Mass, 
e ADDRESS Lb Pda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
A L tre! 
vsAIse hha im 2 Arig lowe £ ME 2 1 Ftttg Z 


is Sih a 


a3 


3 reel Go 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ 1673 — CERTIFICATE OF DEATH bs AS 


1. PLACE OF revel 2, USUAL RESIDENCE (Where deceosed lived, If initution: Residence before edminion} 
8. z b. COUNTY Z 
MARYLAND 
nt OMe rGhoene, 


b, CITY OR TOWN = outside ance a write [¢. LENGTH OF STAY IN Ib 6 QITY OR TOWN (IF oyfide corporote limits, write RURAL ond give nearest town} 
27 RURAL ond giv +8 “+ ; 
fy tah yy nd AAA whe 


NAME OF eee {iF not in Pape give street address) d. STREET ADDRE: , e. 15 RESIDENCE 
“OR INSTITUT ON AFARM? 


3. NAME OF First Middle ‘4 Bate 
DECEASED » ; 
(Type or print) C ARL LR TH ee KE Beata 


5. SEX rs ee OR RACE [7: maRnieD C] NEVER MARRIED [1] |®. QATE OF sramH 9. AGE (In yoors [IFUNDER 1 YERR[IF UNDER 24 HRS. 
4 lost beahdon) 
wioowen fl ovorceo | LoveutherAd, / Fh a 


Ye. wats OCCUPATION rs Vind of work done] 10b, KMD OF BUSINESS OF INDUSTRY |11, BIRTHPLACE (Stote or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
p9 ost of ee d life, even if retired) 


13. FATHERS f $ NAME 14, MOTHER’; mace fai 
/ 
¥. WAS DECEASED EVER INU U.S. TOE: FORCES? |16, SOCIAL SECURITY NO. }17. INFO MI 
SUAS tif yes, give wor or dates of service) 
i: fd oe ae ee Ture 


1B. CAUSE OF DEATH [Enter only one cause per line for {0}, (b), ond (o)-) f INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o} <A 


xy af DUE To 


by the funeral director, 
id 2 shoyld.be filed with 


© 


Page: 


; 
f 
f 


pot 


Then please remove corbon popers. 
¥ 


Conditions, if any, which 0 
gave rise to immediate 

cote (a), stating the under. ( CUETO 
lying couse lost. c) 


Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo) ]19. Rea 
yes] No (YJ 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —_/ 20e, PLACE OF INJURY {Home, form, 4 20f. (City or town) (County) (Stole) 
Hour om, While. Not while foctory, street, office bldg., etc.) 1 
p.m, 19 Jat work [7] ot work (J H 


a | certify that | attended the deceased fram. i; 19.2. Aro Z the | Lie ag 19.5. Ahat ( last saw the deceased 
Ww ~WS7., and that death occurred 1M, fram the causes and an the date stated eae 


2a. meyoyah ieee ae THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City, town, or county} {Stote) 
5 .20"1957 Wards see pel Cometer: Holbrook,Balto.Co., Md. 
) EZ ECTOR'S, SJONATURE pas oages de RS SIGNATUR! 
VY (ep Corea, Het ont 4 hon Nh. 


ai kt FEDIo4 


iL DIRECTOR: After this certificote hos been signed by the attending physician ond campletely 
MEDICAL CERTIFICATION, 


fhould be detoched far use as the buriol-tronsit permit. 


bagetoined by the haspital ar atiending physicion. 
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the registrar priar ta buriol, cremation, or removol, ond in any event within 72 haurs ofter death. 


< TOH 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 016 87 
1675 CERTIFICATE OF DEATH hag Dbline. Pn. 


1, PLACE OF D&; 2. pee ae aa deceased lived. If institutionn Residence before admission) 


0. COUNTY prensa om eM z p b. COUNTY 

b. CITY OR TOWN {If outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN ({f outside corpozote limits, write RURAL ond give nearest town) 
Lond give peorest town} J j 
£22) 2, Jr 2. SMawctissr'h as: , i. 


%. NAME OF HOSPITATT) oi in SRT give street i< hy} [ zr, STREET ADDRESS e. 1S RESIDENCE 


INSTITUTION ON A FARM? 
Lory Vs, pT OM Ce 
OF 


ves 2) NOS 
3. NAME First Middle Lost * JE 


Yeor 
DECEASED | OF 
fiten Jane _B.__ Plorgg 0 yy JE 91 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF ZinTH 9. AGE {In years [IF UNDER 1 as Tf UNDER 24 HRS. 


Jen, Ay LE |woowen pt ovoreo | Ae AO JE. vo wen on ii ha a 


10a. USUAL OCCUPATION, (Gi kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
] during most of ee life, even if retired) 
VL Fearne U.S A 


13. FA sy ae aa 14, MO’ i ae (Eo pnsaapon 


J Pitt"? 
1S. WAS DECEASED EVER IN U. 5. ARMED FORCES? 16, SOCIAL SECURITY NO. |17. INFORMANT es) St Fhe br 


a 
=) 


{ 


by the funeral director, 


in 24 hours ofter death. Page 4 


@. 


. Pogesrund 2 should be filed ee 


jer death. 


[Yes no, oF unknown} {It yes, give wor or dates of service) 
ae ri WBoyce Mevoon, Fede: 
18, CAUSE OF DEATH {Enter only one couse per tine Sory(o), (b), and ().-] Mths JETWEEN 


i 
PART I. DEATH WAS CAUSED BY: T Ay D DEATH 
IMMEDIATE CAUSE fo) 


QUE TO 


Conditions, if ony, which b 

gove cise to immediote 
cotse (0), stoting the under- = 
lying couse lost. {ep 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}]19. was AUTOPSY 

mi 
—- ves] Nogg 
200. ACCIDENT WAS. MAS UNDERLYING-EE 20b, DESCRIBE HOW INJURY Se TI TE (Enter noture of injury in Port | or Port Il of item 1B.) 


R CONTRIBUTING-ELCAUSE O} 
ft EITHER, NOTIFY MEDICAL LAMRitey 


20c. TIME OF INJURY Month, Ooy, Yeor | 20d. INJURY OCCURRED 20. PLACE OF INJURY fHome, farm, ae (City of town) (County) (State) 
Hour a.m. While. Not cer foctory, street, office street, office bidy., ate.) | —_— 
pene ie lot work-f=} at work H =e = 


21. | certify, ti ya) | attended the deceased fram244> Lada = 54, to_~xiaes fee, 1942 Zthat | last sow the deceased 


alive an RZ we, 9 Z , ahd that defth occurred ofc ee ram the causes and an the date stated above. 
A ge: ADORES${Street, city or town, stote) DATE SIGNED 


ACTUAL > 7S) 
SIGNATUR' Zo JEM 


MEDICAL CERTIFICATION 


Then please remove carbon popers. 
|, cremotian, or remaval, ond in ony event within 72 rr 3 


ined by the hospital or ottending physicion. 
\L DIRECTOR: After this certificate hos been signed by the offending physicion ond completely 


thauld be detoched for use os the buriol-tronsit permit. 


ruys ik Li Aad 


ee en ee _——— eT 
Ro. A eidir BERTON. . OATE THEREOF “ae NAME OF CEMETERY OR fib, 72d. LOCATION C. own, of count) 
VAY (Sp . 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01086 
'e. 1) | 16'7MMEDICAL EXAMINER'S CERTIFICATE OF DEATH 74 


$8 Mo} F Reg. Dist. No. 
- 3 or ial = =a 
“3 2\__/ |). Mace or DEATH 2. USUAL RESIDENCE (Where deceased lived. If Inslitution: Residence before admission) 
‘COUNTY ; 7 
45 z & Caorrel2@ marnano |] ° SEM go + y Za uy of > COUNTY j 
fad o, 3 pls: OR TOWN (if ovhide corporate limits, write RURAL c. LENGTH OF STAY IN ib c j OR rey (i ovtide corporote limits, write RURAL and give nearest town) 
a6 = one Reorest rar a0 e 2 Y eh 7 
ge 2 @fbi lle Cavs altimor me 
3 
sy NAME OF HOSPITAL OR ie TION ae in hospitel, . STREET ADDR @. 1S RESIDENCE 
ae pitel, give street eddress} j. STREET A\ ty F . 1S RESIDENCE 
282 7S. vie state Hotpr Cal SLOL tuastor Mel Roe ler no {M 
= , 
; ae 
2 5 3. NAME OF a Middle > +> 4. DATE — Month 2 Year 
3 3 OF 
>is Berne mee pues Mil? Sam te br, tw S7 
ae one 6. COLOR vi RACE [7- MARRIED [Sg Pvever wa‘ tangle []] DATE OF Bier 9. KGE on yon UNDER TYEAR E me 24 HRS. 
ba re ni jours | Min. 
gets June elu te winowen sg Mathorceoo | 7 >) idG Y é er ree 
Bm ss ¥Oa, USUAL OCCUPATION {Give tnd of work done] 10b. KIND OF BUSINESS OR INDUSTRY | TIABIRTHPLACE (Stote or tes country) 2. CITIZEN OF WHAT_COUNTRY? 
V_5 Sa a ie oe ing Ii 24; L/ oi 
BS eR tuve Wy a hore 
oa i 3. ce NAME a 2 14, MOTHER’ | “oN NAME 
e— 
3308 avles arrvol 14emas 
=§ fy 
ces Ey 15, WAS DECEASED EVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
aay is 4 pape te TF O_ 
see ip ove spi Tal Kecornd 
= o 2 4 18. CAUSE OF DEATH [Enter only one cause per line for (o}, {b}, ond (c).] 6 . wee beTween 
Bets PART |. DEATH WAS CAUSED BY. t i i 
STe8 ae TWAEDIATE CAUSE fo) oveRt LeLKSI on hues 
EBL URO.4 
g2e3 f DUE TO 
3 2 Conditions, tf ony, which 0 
% oo gove rise lo immediole cone 
=} B55 (0), stoting the seieiee DUE TO 
Bo58 couse lot. )/ > oe 
 S Sain 
oe: & % Zz PART il, OTHER Cimcae CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1el]19, WAS AUTOFSY 
220% 5 Mees Mth tive = 7 hic MiLuristi) pat Jeon. [SO NOB 
3 a3 . i [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port (or Port II of item 18.) 
Vacs = ee Fer CO! CONTRIBUTING [) 
ZUEz re) 
Po ) 
a 853 § | 20e. TIME OF INJURY Month, Day, Yeor 120d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
Sess rf Hour 9, m. While No! while factory, street, office bldg., etc.) | 
rf 
ZeEL9 = Pom. wv ‘ot work ot work [J H 
= es s 21. Leertify thot ! took charge of the remains described obove, held on Autopsy Inspection Inquiry [Mf ond find that 
eS 
_ i3 $8 death resul rom: Natural causes Accident [], Suicide [[], Homicide ag Undetermined cause [J]. 
ayuU5 
Leen DATE SIGNED 
£ ACTUAL 
2 & er SIGNAT Mp, CHIEF MEDICAL EXAMINER [] 
Sots ASSISTANT MEDICAL EXAMINER 
> 83ae - rn on IM J D 
a H NAME (Ty; NE DEPUTY MEDICAL EXAMINER [3 
apc To. pga IAL CREMATION, Zab. DATE THEREOF Ne. ae OF “— ‘OR CREMATORY fad. Ce ts town, or mh ey 
cv o - 
Naat = . ed 


ee el wis hehe Ve 2a. RECO BY a WE REGISTRARS SIGNATURE 
Vs. AISME(S) 
5M 9155 Wi Cy LOLA a g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0168 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 0 


a 


Reg, Dist. No. 


eg o¢ 
= = 
g 3 2 N 1, PLACE OF DEATH - | 2, USUAL RESIDENCE (Where deceared lived. If institution: Residence before admission) 
6 » COU! ‘. 5 
a. (8 ( © Carroll mamnano || °S Maryland, > °’Warroll 
S & cy Pb. CITY OR TOWN [If outside corporote Fimits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate fimit, write RURAL ond give nearest town) 
Oo 5 give necrest town) 
ge 2 Keysville life ¥2. _Keysville 
& s a abe d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS « Pee 
ages I ‘ 
pees ¢ R.D. Keymar f R.D. Keymar yes [} NOx] 
S, ra 
3 2 3. NAME OF Fint Middle tost 4. DATE Month Doy Yeor 
Peee (Type or print) JOSEPH zs MULLER DEATH FEB. ie 19 57 
eo ee 9 AGE te ron [IFUNDER TYEAR] IF UNDER 24 HRS. 
“2 £ J \. 
: ie yn, [Mah] Bary | Hore | min 
oot 2. CITIZEN OF WHAT COUNTRY? 
oo n 
592 f U.S. 
s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oo Charles Muller dr. Hanneh J. Ecker 
a 
» 
irs 


Re _— ca EVER hes Reaey Tila 16, SOCIAL SECURITY NO. |17. INFORMANT Address 
no ---- Charles Muller Jr., R.D.Keymar,Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (bj, ond (c}. ONTERVAL perweeni 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE fe) 


ae sy DUE TO 


Conditions, if ony, which rs 
gove rise to immediate cone 


th form PM3. Page 5 moy be retoined for y| 


RAL DIRECTOR: Page 3 should be used as 0 burial-tronsit permit. 


{0}, stoting the undertying( DUE TO 
cavee lot. @ 
PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(a}/t9. a AUTOPSY 


icaleae 
YES oO NO fi 
20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part I or Port UI of item 18.) 


PRIMARY C] or CONTRIBUTING [) 
CAUSE OF DEATH. 


2c. TIME OF INJURY Month, Day, Year [0d. INJURY OCCURRED [20s. PLACE OF INJURY (Hame, farm, |20F. (Cty or town) (County) (tate) 
Hour 9. m. While, Not while foctory, street, office bldg. etc.) j 
pm, 19 ‘ot work [[] ot work [) i 


that | taok charge of the remains described above, held an Autapsy [_], inspection FX, Inquiry m& and find that 


MEDICAL CERTIFICATION: 


D 
< 
a 
3 
© 
2 
3 
% 
x 3 
3 
6 
& 
rey 
° 
a 
3 
= 
2s 
= 
Vv 
© 
= 
ES 
3 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter deoth. 
cuteghe certificate, writing the word “pending” in pencil in item 18. Give Poges 1, 2, 


ted fram: Natural causes i Accident [], Suicide [], Homicide [[], Undetermined cause [_]. 
ACTUAL | , ia.p, CHIEF MEDICAL EXAMINER BATE eee. 
5 4 
: K ASSISTANT MEDICAL EXAMINER [7] Zz - 7 Ss 7 
4 |__| NAME fp) J A/V DEPUTY MEDICAL EXAMINER {Z| 
pe [2a. BURIAL, CREMATION, | 22b. [ artic Dib. DATE THEREOF | 2c. NAME OF wal fat oa OF CEMETERY SSNORTORT 72d. LOCATION (City, town, of county) (Giote) 
= o°® REMOVAL (Specify) 
S BUR -9- em Carroll Co., Maryland 


‘Zab. REGISTRAR'S SIGNATURE 


au Maeda 


23. FUNERAL DIRECTOR'S SIGNATURE “ADDRESS = 
an, C. M. Waltz, Winfield, Maryland EBT i toc7 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 04 
1 BRRICAL EXAMINER'S CERTIFICATE OF DEATH $5 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If Inslilution: Residence before admission) 
eCONN Carroll marviano || ° 5" Maryland b.counry Balto,City 


b. ay’ ‘OR TOWN us ovtvide corporcte limin, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest town) 
ive nearest tows 


Sykesville 2mos .9days . 303k Abell Avenue 9 yo /- 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) Gd. STREET ADDRESS e Secchi 


Springfield State Hospital Baltimore, Maryland. ves] NO] 
3. eos First Middle Lost i" Month Year 
(Type oF print) Rita Louise Hild NIELSEN DEATH F < ake ad 29" 19 57 
3. SEX $ COLOR OR RACE [7- MARRIED (.] NEVER MARRIED [-]| 8. DATE OF BIRTH 9. AGE ( yoors iF UNDER 24 HRS. 


7 i] 
Female White  |wiowot ovorceog | Jan. 7, 1914 ae 
10a. USUAL eM (Give rats done} 106. KIN BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
aien ize 
Ctertcal wr i Utne New York U.S.Ae 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Charles Hild Anna McMann 


a WAS: DECEASED: Sek IN U.S. . races 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a es place 
No er 4 Zi Springfield Hospital records. 


18. CAUSE OF DEATH [Enler only one couse per line for (0), (b), ond (c).] INTERVAL Between 


ety es Me heart pulmonary embolism Instant 
“TIX DUE TO 
Conditions, if ony, which r% titial and suppurative bronchopneumonia _Days 
gove rite !o immediote coure 
(0), stoting the underlying( DUE TO 
couse lott, ar {e). 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1{a}/19. wes Ret 
Schizophrenic reaction, paranoid type. wi he oO 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port { or Port Il of item 18.) 
PRIMARY C) or CONTRIBUTING C) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeor =| 20d. INJURY OCCURREO | 200. PLACE OF INJURY (ors. ae 20. {City or town) {County) {Stote) 
Hour 6, m. While Nol while factory, street, office bidg., at: 
p.m. 2 ‘ot work (7) ot work [J ' 


MEDICAL CERTIFICATION: 


21, I certify that | took charge of the remains described aboye, held an Autopsy], Inspection FE], Inquiry FX), and find thot 
‘om: Natural causes J, Accident [], Sviclde [], Homicide (. Undetermined cause [7]. 


iM 
MD. CHIEF MEDICAL EXAMINER [_], Ae oe 


ASSISTANT MEDICAL EXAMINER {_] 


dames T, Marsh, M.D. DEPUTY MEDICAL EXAMINER IE] 2/19/57 


No. Benov Ce 2%. DATE Ae od ‘Tc, NAME OF CEMETERY OR CREMATORY 7d. poe (City, town, or county) (Stote) 


a é $4 f oi 4 tt 
DIRECTOR'S Lae: ADDRESS ‘24a. REC'D BY shen RAR" 2a, fanae 'S SIGNATURE 
Z 18 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Q 1 6 90 


CERTIFICATE OF DEATH 
1678 


PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


couny Carroll MARYLAND state, Maryland COUNTY — 


OR __ end give neerest own (In this pface) 


) 
Rural - Sykesville Since 11/11/hp '¥" Baltimore Ci 


CITY — [If outside corporate limits, write RURAL t LENGTH OF STAY CITY {If outside corporate fimits, wrile RURAL and give neerest town) 
R 


HOSPITAL OR STREET {if ruret give focation) 
ANSTITUTION OR _., ADDRESS 


_smeer ADDRESS = Springfield State Hospital £21019 8, Bouldin St. 
‘3. NAME OF (First 3 (Middle) a 4. DATE (Month) ~ (Dey) (Year) 
DECEASED be 


{Type or Print) Patrick = | DEATH Fet 20 by 
‘SEX 6 corer OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE lest birthdey | IF UNDER TYEAR [IF UNDER 24 HRS. 
x faba dlds SBM 


WIDOWED, DIVORCED, | Months | Deys | Hours | Min. 
male white (SecciMnarried November 12, 1871 85 om. | | 


. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS 1. BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT 
done duting most of working life, even if OR INDUSTRY COUNTRY? vA 


retired) Gardener Gardening Treland unknown 


13. FATHER’S NAME 4 14, MOTHER'S MAIDEN NAME 
deter Gases BARTHOLOMEW JATES.| upinown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 


agri) | Meehan ween! |———-unteomr- | Records of Springfield State Hospital 
INTERVAL BETWEEN 


88, MEDICAL CERTIFICATION 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


LPL. f MMEDIATE CAUSE (A) si 


ANTECEDENT CAUSE(S) DUE TO 


DISEASES OR CONDITIONS, IF ANY, (8) _ Cerebral Vascular'Accident | _ 6 months 


GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, OVE TO G ian Sahay be than 
ot anes reneralized Arteriosclerosis years 
Ti OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE ‘ s . " 
DISEASE OR CONDITION CAUSING DEATH, Senile Psychosis, simple deterioration 10 Sat 


We. DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 


— yes [] NO 
Zie, ACCIDENT WAS UNDERLYING [] | 2ib. PLACE (Home, ferm, fectory, Bie. WHERE DID INJURY OCCUR? (City or town) (County; {Stete} 
OR CONTRIBUTING [] CAUSE OF DEATH | OF INJURY street, office bidg., ate.) aes 
(iF EITHER, NOTIFY MEDICAL EXAMINER} 
21d. TIME OF INJURY (Month) (Day) (Yeer} (Hour)| 2le. INJURY OCCURRED 21%, HOW DID INJURY OCCUR? 


While Not while 
Goad M_| at work demat work L] 


DATE SIGNED 


Sykesville, Maryland 2-20-57 


23, BURIAL, CREAATION, DATE THEREOF) NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county} (State) 


BEHOVAL (SPECIFY) EEME Cem, 430 BEZAIR [°o, ALT, Mp, 


ADDRESS 


ACEI 


A avyang 


4561 SE" 93, 


e aD 
\ 1A) Val 
A HS ),5/( 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
03518 CERTIFICATE OF DEATH 


— 


01691 
Reg. Dist, No. sa 


~ cs 
& 23 [PLACE OF DEATH 2. USUAL RESIDENCE (Where decoosed lived. If isitution: Residence before admission) 
& £3 °. : marycano || ° STATE rien > CRU timore City 
F 3 3 TOWN {I oulide <orporete limits, write [¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 
3 ive nearest town] 
free 6 since 9-8-56 || Baltimore 3Vv / 
Sees ae NAME OF HOSPITAL (F not in hospital, give weed eddie) J. STREET ADDRESS Mg © IS RESIDENCE 
. 2+ 
g 35 - a Whitefield Rd ves] NO 
2 s le NAME OF First Middle Last 4 pate Manth Year 
x = 3 Upe‘or pan) Walter Dawson Ovens DEATH 2 x 19 57 
Ee =8 5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [J 8. DATE OF BIRTH 9. AGE (in yeors [IEUNDER | VEAR]IF UNDER 7a HS, 
3 Hl : VW wioowep [J oworceo[] | 6—10—76 ey. |S Lesa ae Ye 
2 fs. VOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or Foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g s 2 3 during most of working life, even if retired) , ‘ USA 
8 Rss / Beputi: Comp B & O Railroad Maryland ; 
g °85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME “ 
soe 
2 S86 . W 
% Bee | Hen: xkaxg Henrietta Weems 
= 24° / WAS DECEASED EVER IN U. S. ARMED FORCES? 17, INFORMANT Address 
= abs 19, OF unknown) {If yen, give wor or doles of service! oe u ‘ sf 
ese | se si Mildred Pc Owens-9 Whitfield Rd. #10 
3 8: 1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
7 eae : : 
fo. Dig _ PART) DEATH MDIATY Cause (o)__Bronchopneumonia days! 
= ££8 VIX OUKKOK 
3 3 ; 
=) Be Goriitans stteanye whieh Cerebrovascular accident 4 months plus 
3 £ cy gore tise 10 immediote | 1. 
=. She : 
Bs cote (0}, stoting the under: 
ooh a IsaiaeanPaLt, Generalized arteriosclerosis 
EP ae 5S 
F3 ee Zz P, I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT DT TE SE, il [VEN tN PART 1 19. WAS AUTOPSY 
Seass y fe]¢ BIS," BeSOOt WIth COLeDFET TLE LLOSC Le TORTS We Ch Bey: PERORTONG te) rei 
2aso8 & SON pe 
Fotsé © | 200. ACCIDENT WAS UNDERLYING CJ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
esfe* & | OR CONTRIBUTING CJ CAUSE OF DEATH 
Ze825 & |0F EITHER, NOTIFY MEDICAL EXAMINER) 
g SSeS & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. peace Qi eas em 1 20, (City or town) (County) {Stote) 
Pee ar rat Hour a.m. Whit Not whit lary, street, office bidg., etc.) ! 
£5232 g ia 9 nca D oect Ey 
&58§ 
3 eg as 21. | certify thot | ottended the deceosed from._____Sent.8,-., 1957_, to___Febre ls, 195'2..thot | lost sow the deceosed 
2 ‘as : 
Bogs a ative on___Febr, J... a 19.5! ;-1 ond thot deoth occurred o€...__P_M, from the couses ond on the dote stoted above, 
is = 2 3 io 4 ADDRESS (Street, city or town, stote) DATE SIGNED 
qa re : ‘ 2 
sze2e/ SGNATUR Ke te Ut{l-—cneotipringfield State Hospitel 22: 
eaza 
eras PHYSICIAN’: 
Soe NAWE (Tyee See Mi ee 
a Bae Zio. BURIAL, CREMATION, | 225. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {State} 
“thy REMOVAL (Specify) 
Zowee R * : D 4 ‘tand 
ofo ee Buria Druid 8 emeters Pikesville, Marylan 
e - 23. 
a 
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hauld be detached for use as the buriol-transit permit. 
the registror prior to burial, cremotian, or removal, ond in ony event within 72 hour’ after death. 


stoined by the hospital or attending physician. 
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L DIRECTOR 


may 


TO Fu! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs offer death. Poge 4 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
+ 1679 CERTIFICATE OF DEATH 


)1692 


Reg. Dist. No. 


1, PLAGE OF DEATH WH, 2. USUAL RESIDENCE (Whye deceoisd lived. If isitution Residence before odmsion 
v “ MARYLAND b. COUNTY 
[A COLTON WA ht A 
b. CITY OR TOWN (If outside corporgte limits, write [¢, LENGTH OF STAY IN Ib . CITY OR TOW (IF avlsige corporate limits, ha RURA Ss Give nearest fawn) 
RURAL and give ngarest Jown) q 
Ka Jie fp od 

OF HQ PITAL {IF nat in hospitel, gi , d. STREET ADDRESS @. 1S RESIDENCE 

* Or INSTITUT{ON ON A FARM? 
yes [) NOTA 


3. 


NAME OF Fint iddle lost “Date Manth Yeor 
DECEASED L ‘) : =, 
{Type oF print OUL§- A -}ARNOWS DEATH Piel ae 57 
6. vi RACE | 7. married NEVER MARRIED ["] | 8. OATS OF B1R tn “or If UNDER 1 YEAR| IF UNDER 24 HRS. 
P| Y] Min. 
wiooweo [] pivorceo [] a 


111. BIRTHPLACE (State or foreign ai 12. CITIZEN OF WHAT COUNTRY? 
LA f PBecebrees AOL PoE 
13. FATHER'S NAME A 14, MOTHER'S MAIZEN Ni - “ % 
fectezeg Ye NG 3 


18. WAS esc Sa! INU. S. ARMED FORCES? | 16. 7 SECURITY NO. My INFO! 
(Yes, no, of unknown) 9 yy Pin dotes of service) 


Vitae 
Paty Bide 58 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH cee ‘nly ane cause 


a BETWEEN. 
PART |. DEATH WAS CAUSED BY: / ey vel 
IMMEDIATE CAUSE (af 


HO 
QUE TO 


iZ s) { 
Canditians, if any, which eo 3.¥ Ly 


gave ta immediate 
cate (a), stating the under: ( OVE TO 
lying couse last. tc 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)/19. pe) AUTOPSY 


RFORMED?. 
200. ACCIDENT WAS_UNDERLYING [7 ‘20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature af injury in Part | ar Part I! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


tine for Cw (b), ond a 


yes [[} NO 


oS 
20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (Caunty) (State) 
Hour a.m. While Nol while foctary, street, office bidg., eit} H 
p.m. 19 fat work [J at work [7] 


21. | certify that | cueiued the deceased from 74°" __, 199KF, to. SEL 12 Z.thot | last saw the deceased 
a 12.7. 0K thot deo 


alive on. Bichon 


. from the couses ond on the dote stoted above. 
ADDRESS (Street, city or lown, stately DATE SIGNED 


cone ne s 2-48, 
rracans Mo Ce Sabla agha Caemen 2/11/5 


22a. BURIAL, CREMATION, 2b. fi THEREOF ON tits CEMETERY OR CREMATORY ng (City, tawn, or count; (State) 
ig IMOVAL {Speci -/ iS ye 
Ct LECH 


Sirois DIRE ne, 24a. REC'D BY REQ ane b/ REGISTRAR'S SIGNATUR 
aoe On NK oat WUT WREAK Z 
Se a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


01693 


{]) 


during most of working life, even if retired) 


$€we 


ome 


) ° 
* FERN CERTIFICATE OF DEATH nigleiae Fe 
5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission 
ry °. °. b. COUNTY 
32 Corrol/ MARYLAND At ary land Carrey 
“bus, b. CITY OR TOWN {If outside corporate limits, write ]<. LENGTH OF STAY IN Ib || __c. CITY OR TOWN (\foutside corporate limits, write RURAL ond give nearest town) 
6a RURAL and give nearest town) t g A ‘ 
g> Ay Tyres Ko. Mt4iv 
28 CNAME OF HOSPITAL (nat inforpiol, give wreet addren) cd. STREET ADDRESS c- RESIDENCE 
aS act Church Street : Semt 
e 
3. NAME OF Fi ddl 4. DATE 
FY ee nt eat Middle lost DA Manth Doy Yeor 
= {type oF print) nnie Z lizehefy cole | mm Februar 
2 3. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] |®. DATE OF BIRTH 9. AGE [In yeors 
‘ Pr vie lost birthday) Days Min. 
Female whrke — |wwowen i ovorceo[] | Dec, /&8& yrs. 


10a. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 


é 


13. FATHER'S NAME 


Charles E. Phebus 


Then please remove carbon papers. 


11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland “us, 


14, MOTHER'S MAIDEN NAME 


Mary FE, Crumnil€ 


olive an____. 


ACTUAL 


L DIRECTOR: After this certificate has been signed by the attending physician ond completely fil 


ould be detached for use as the burial: 


is 


may be retained by the hospital or attending physician. 


pog 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


TO FU 


ese ik SO and that death accurred ot /22° pM, fram the causes and an the date stated abave. 


BG SLANG Cocbertll un ates, 
MENS WB, Lael el/ 


re 
72a. BURIAL, CREMATION, | 22. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 

EMOVAL (Specify) 

Uri & eb 957 Pine OVE 


2 

3 

A 

3 'g.WAS DECEASEDEVER IN U: S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 

py | Gres no, oF unknown (i yan, give wor or dates of service 

iN Me. a Mrs. havra Chawe Mp. Biv 

a 18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond (c).] INTERVAL BETWEEN 

= PART I. DEATH W, ED BY: rt 4 . 

- EATHAMEDIATE: CAUSE fel oronavy thromboss ‘pe md Aiehe 

3 ? DUE TO 

“ ‘ , 

qt Condition, itany, which) «yA berrosclovetle fpeart Dv see ¥¥ears 
€ gove rise to immediate 
ge couse (0), stoting the under. {OVE TO ; % nore dhan 
sR lying couse lost. ec Di abefes mellitus ears 
an 4 Patt fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
1S = 

3 3 yes] No [ 

§ [200 ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

Ps & | OR CONTRIBUTING LJ CAUSE OF DEATH 

s & | (UE EITHER, NOTIFY MEDICAL EXAMINER) 

: 2 

& & ]20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 

iS 6 Hour a. 7. While Notwhile foctory, street, office bldg., etc.) ( 

5 = p.m. 19 fot work [J ot work [] : 

3 

Ba 21. 0 certify that | attended the deceased fram_____________ , SP, 0. < beue , WS Z.that | last saw the deceaseci 

5 

2 

= 

& 

& 

3 

& 

£ 

2 


RERAI y SUBITA TURE pore 24a. REC'D BY REGISTRAR 
eu Y ~ 5 Z 
POM LN olaunth Uitiiscus, wa, Pe Me LL 


ADDRESS (Street. city or town, state} DATE SIGNED 

eeaessad. Cathey ert £8 Lhe. 
2 Ca p 

4a fern wy nen nnn nee: 


Tid. LOCATION (City, town, of county} {State} 


Mi vidi 


‘Zab. REGISTRAR'S SIGNATURE 


£7 


by the funeral director, 


©. 


Then please remove corbon papers. Page: 


L DIRECTOR: After this certificate has been signed by the attending physician ond completely fi! 


auld be detached for use as the burial-transit permit. 


‘etained by the hospital ar attending physician. 


" 


JOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Poge 4 
moy 


TO FU 


zs TOH 
34 
Ra 
as 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ) 16 94 
¢ 1681 CERTIFICATE OF DEATH oe 


4. Lae al DEATH 
MARYLAND 


== 
an 


ep eoeen ciel (Where deceased lived. If institution: Residence before admission) 


id 2 should be ede 


b. COUNTY 
Maryland Balto.City 
b. mine ag a iF cui x corporole limits, wrile | ¢. LENGTH OF STAY IN 1b. I. c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neares! town) 
pA Sal 
2yrs.lmos,. 22day Baltimore BY j 

da ae OF Sree (If nat in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 

OR INSTITUTION, ‘ON _A FARM? 

/5|_Springfield State Hospital 5 N, Exeter St. vee C] NO BE 
3. NAME OF First Middle last 4. OATE Month Doy Yeor 

DECEASED OF 
{Type oF print) John Martin ROBERTS beam February 20 1957 


9. AGE {In yeors {IF UNDER | YEAR| IF UNDER 24 rise 


co nom dl lla 


12, CITIZEN OF WHAT COUNTRY? 


5. SEX 6. COLOR OR RACE |7. MARRIEGKE] NEVER MARRIED [_] | 8. DATE OF BIRTH 
Male White wiowen[) —soworceo | Nov. 8, 1875 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |{1. BIRTHPLACE (Stote or foreign country) 


F / a Ee es working life, even if retired) % Rarypiasd U.S.A. 
& 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
x Christopher Columbus Roberts - 
5 He Nae ecsea evel U. i NEON 16. SOCIAL SECURITY NO. |37. INFORMANT Address 
No ti - - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {¢)-} 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)_ GaStr 


INTERVAL BETWEEN. 
ONSET AND DEATH 


5 Ho DUE TO 


Peptic ulcer 


Conditions, tf ony, which rs 
Gove rise to immediate 

couse (0), stoling the under. ( OVE TO 
lying couse lost. ) 


€ 

H 

s 

5 

s 

z 

e 5 Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BI ASME SETAE) SEASE CONDITION GIVEN IN PART W6]]19. WAS AUTOPSY 
3 4 /21C.B.S. associated pit ath Gash, ot metabolism Smywith Senile brain Gis ASE y PERFORMED? 

oe orale ic reaction yes] NOT 
s = [200_ ACCIDENT WAS UNDERLYING D1 te DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

= & | OR CONTRIBUTING LJ CAUSE OF DEATH 

5 & |G EITHER, NOTIFY MEDICAL EXAMINER) 

5 & [206 TIME OF INJURY” Month, Dey, “Yeor [20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 120%. (City or town) (County) (Store) 
3 S Hour 0. n. While Not while foctory, street, office bldg. etc.) 

§ = Pom. 19 Jot work [1] ot work [] H 

be 21. | certify that | attended the deceased fram_Sept, 28, _, 19.51 afte Feb, 20 ee. We. 57. that ! last saw the deceased 
H alive on February 20, .1 pe, end that death accurred atl 25 Pm, from the causes and an the date stated above. 
a S ADDRESS (Street, city or town, stote) DATE SIGNED 
i. of, aces Met Saami ease AO Sot sane Beinn of Lm i O-~~~ wo, Springfield Hospital === 2/21/57 
- ers Edmund Lusthaus, M.D. __ Sykesville, Maryland. 

? ‘Zab. DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City. town, or county) (Store) 

2 ees 2 3- E . Ry re a e/$ A AB 


page’ 


} FUNERAL DIRECTOR'S senate (7) 24a. RECD BY REGISTRAR | 24b/REGISTRAR'S SIGNATURE 
DATE jee id l ~ AQAAY [hit 
7 


“4 


yrs. 


1 MARY OF HEALTH—BALTIMORE, 18 
01695 
?) 
Ms * 1682 CERTIFICATE OF DEATH Reuhot ake 
% ¥ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If isttution: Residence before odmission) 
o. 
Se Carroll MARYLAND Maryland ® COUNTY Balto, City 
Boe 'b. CITY OR TOWN (IF outside corporole limits, write | c. LENGTH OF STAY IN 1b €. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
oa RURAL ond give nearest town) 
32 esville byrs,2mos.25days Baltimore 
2 £ - d. OieeE ion {If not in hospitol, give street address} d. STREET ADDRESS « page 3 
SS Springfield State Hospital Vol | 4700 Harford Road ves £) No BQ 
7 3. NAME OF Fint Middle lost 4. DATE Month Doy Yeor 
DECEASED " OF 
& (Type or print) Henrietta M. SCHOTT DEATH Februa’ 1 19 
S 5. SEX 6. COLOR OR RACE |7. maRRiED[] NEVER MARRIED 8. DATE OF BIRTH 9. AGE {In years TF UNDER 24 HRS. 
ics : * log, birthday) BereeliRetdl|, (Men 
Female White |wooweng] _oworceoQ) | February 26, 1873| “B% 


12. CITIZEN OF WHAT COUNTRY? 


4 100. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 
= 7) duriag mos? of working. life, ers if retired) 
8 L. Wactory Worker Untmown 
5 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
6 Unknown Unknown 
3 i WAS. oe pea? EVER IN U.S. a. bee ad 16, SOCIAL SECURITY NO. |17. INFORMAN' Address 
88, PROF unknown) {It yes, give wor of dates of service} : . . 
No = - Springfield Hospital Records. 


1B, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (J ee eae 
PART 1. WW G 4 
_PART IL: DEATH SNEDIATE CAUSE (0 Bronchopneumonia 
Hf DUE TO 
Conditions, if ony, which 6 Arteriosclerotic heart disease 


goye rise to immediote 
co¥se (0), stoting the under- 
lying couse lost. (9). 
ee SO. 


Then please remove carbon popers. 


permit. 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vfo) | 19. SERGI 
enile psychosis,simple deterioration, arteriosclerotic convulsions yes No Ck 


203, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ote has been signed by the ottending physicion ond completely fil 


MEDICAL CERTIFICATION 


}OSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


5 

é 

2? 

& 

4 

ge 

os 20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {Stote) 
a Hour o.m. ie White o Not a factory, street, office bldg., etc.) ' 

3 = p.m. fo! wor! 

a5 21. | certify that | attended the deceased from._November.6,, 1951., to_Eebrnary 1, 1957.,that | last saw the deceased 
a alive on_. ruary 1, _, 12_57___, and that death occurred atl1: 302M, from the causes and on the date stated above. 
=6 a) \ rf € a /} ADDRESS (Street, city or town, stote) DATE SIGNED 
38 ) | Vestn LLY VAMC, 9, Sosinetieta State Hommital. 2/2fs 
ee / SIGNATURI \ wo, pringfield State Hospital L257. 
- Paes ! 

£ ype) NG he el © SSL 058 SRE DCE 8 ee a AE a 
* pose | ye | ee EM Te Od {City. town, or county) {Stote) 

re. ) O pacify 0 " f 

ate Se X [doled Y ' eNotea LA VK, hot ( Woy 
roe \ 8 1h 4a. REC'D BY REGISTRAR 
ay y Le LL zone 2-7-9] C. Merree Aeory 
F — 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death. Poge 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 6 9 


& 9D « Y 
vf ¢ CERTIFICATE OF DEATH BY oe: 
¥ 3 i 1. PLACE OF DEATH 2, USUAL RESIDENCE ike. deceased lived. If institution: Residence before admission) 
EBS Alig! MARYLAND Fiat Ze. COUNTY Vi Arte. 
7 
3 b. CITY OR TOWN (IF a sr wiite Te. UENGSY OF STAY IN To c. CITY OR TOWN (IF dutside corporote limits, write RURAL ond give neores! town} 
~ ( 9 
s re AD ond givg nearest pownj y 
23 ra YA ptfrol yr Z 
28 i ane Ooi “Gl nat in ae 1, give street = DE. = s ADORE @. 1S RESIDENCE 
=u ON A FARM? 
& = ves FQ) Nope 
2 PIC Yttth ff berr— __| "8D xe 
Gi ie ost a06.. aaa oho Loxt 4. DATE onth x 
. 3 ' Decaseo iE ee rs er o 
. (Type or print) Stamm Pf 19 i 


Page: 


5. s 6. Sigg mae 7. MARRIED [1] NEVER a oOo rs DATE OF Ta 9. yes {In years Wie UpeDeR 1 YEAR} TF UNDER 24 HRS. 
bee doy) {Mofths| Days | Hours Min, 
TUM, WIDOWED [4 DIVORCED [) yrs. 
100! USUAL OCCUPATION Zee kind of work done] 10b. KIND OF BUSINESS OR oe vi BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘ during mos}ot working life, if retired) 
Se fe Yoazne_ orale USA, 
I 13. ATPERS NAME 14. MOTHER'S MAIDEN NAME 
D fe 
pz Qa /1 6-34— 
1S. WAS Teasne IN U, S. ARMED FORCES? q 9 Acer NO, ee ddress 
a; {IF yes, give wor or dates of vervice) 2 =| * Zo g-— yy, 
ss i a | SS od ie LEAT SCs LUA 

18. a OF DEATH [Enter only one couse per line fy (0). 5), ond (c). INTERVAL BETWEEN 

PART 1, DEATH Bie 2 ee ome Poss By: 5 ae ep ona} 5 ON a ET: Wy y " ~ ONSET No iat 

4 IMMEDIATE CAUSE (0} 2. ge fs ed 


th. 


fer 


5 
a 
5 
a 
« 
6 
“a 
8 
° 
2 
é 
3 
8 
a 
© 
6 
= 
# 


. DUE TO p 
sent eaat any, gl ( oe a SD % a P w 
gove rise to immediol y ten 
co¥se (0}, stoting the under- ( OVE TO Wa 


lying couse fost. f 


3 Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19.. WAS AUTOPSY 
F ves] No BR] 
= [200, ACCIDENT WAS UNDERLYING [1] 120b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR ‘CONTRIBUTING C1 CAUSE OF DEATH — 
© [GF EITHER, NOTIFY MEDICAL EXAMINER) 
e) 
& |e TIME OF INJURY Month, — Yeor [20d. INJURY OCCURRED —[208. PLACE OF INJURY (Home, Form, | 20F. (City or town) (County) (Stote) 
a Hour 0. m. While Not wile ree: er ee ae rs a ah. 
= p.m. jot work F=p-et wor _- 
21. 1 certi 7 sem the deceosed fro Cah CR 7s WEE eRe eee ee, es, WALK. thot | lost saw the deceosed 
alive on/ cz a “£.-, ond that deoth occurred ot rom the couses and on the date stated above. 
five on/ 4 eS d that deoth d ot RAM, zt d on the date stated ab 


g ADDRESS (Sireet, city oF I 
ACTUAL < 
SIGNATURE 7 -@ VS Ma BES ah MO. 


td se Lh E. Liuskh 1D _ Lipbryps Atco Las IG oad 


Ro. ey 2 Pecan |e ATE THEREOF, | Zc. NAMBOF CEMETERY OR CREMATORY 7” NAMBOF CEMETERY OR CREMATORY 72d. LOCATION PP, oF coun "ew Led 
ay “y" ry 
ie, Z VELA, 
UnERA DIRECTORS poe f 2 =< REGIS paaie aaa) 
¥S AIS (4) VZV Vilecedsy g PASA 
15M 9755 Lowe HHA 


the registror prior to burial, cremation, ar remaval, and in any event within 72 hours 
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coll 


by the funerel director, 
ind 2 shauld be filed wi 


P’ 


Page 


Then pleose remove corbon popers. 


cate has been signed by the ottending physician and completely 


nding physician. 
for use as the buriol-tronsit permit. 


etoined by the hospital or 
\L DIRECTOR: After this cer! 


* 


hould be detoch 


er death. 


fo 


wet 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01697 
CERTIFICATE OF DEATH ic wideaae 


1 On * SUL RESIDENNCE {Where deceosed lived. If institution: Residence before admission) 
°. b. COUNTY, 
Carroll piesa aryland Carroll 


b. Tee fehl {lf eulsds hcl limits, write] ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
ond give neorest town 
Rural --Finksburg IS 2, Rural--Finksburg 


d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) on STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


ORINSTIUTION " Gamber , Gamber ves [] NoR 


Fist Middle Last 4. DATE Month 


3. wae Day Year 
{Type oF print) MARY Ss. SHIPLEY DEATH FEB. 19, 19 57 


5. SEX 6. COLOR OR RACE [7. MARRIED [2} NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS. 


female white wiooweo (] pivorceo [] 2-8-1881 spmen ess Seal 5-3 Min. 


100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
/ housewife home Maryland WeiBie 


©O 


13. FATHER'S NAME Cc 14. MOTHER'S MAIDEN NAME 

John R, Paynter Elizabeth Wilson 
3 Yes Late a tity U.S. eee roe 16. SOCIAL SECURITY NO. |17. INFORMANT 

ENS -<--- Grove M. Shipley, 


18. CAUSE OF DEATH [Enter only one couse per line for-{o}>(b). as ().-] INTERVAL BETWEEN 


PART 1, DEATH WAS CAUSED By: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


Conditions, if ony, which 
gove rise to immediote 
co¥se (0), stoting the ynder- 
lying couse lost. 


PAmT Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)] 19. WAS AUTOFSY 
A Ss Yes] No &}—~ 
200. ACCIDENT WAS UNDERLYING (] | 20b. ie HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
‘OR CONTRIBUTING (1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, me Yeor [20d, INJURY OCCURRED ,]200. PLACE OF INJURY Home, form, 120, (City or town) {County {Stote) 
Hour 0. m. While itis zi foctory, street, office bldg. set . 
p.m, lot work [] of work = 


“a9 Pe. 1a that | last saw the deceased 


and that death accurred at_ / Causes and an the date stated above. 
DATE SIGNED 


MEDICAL CERTIFICATION, 


ACTUAL Det) 
SIGNATY 2 Vis. 


{ 
PHYSICIAN'S 
NAME (Type! 


‘Zo. BURIAL, cre ‘2Zb. DATE THEREOF bdc NAME OF rE 72d, LOCATION (City, tows, or county} {Stote) 


gaze-12o1 Providence Carroll Co., Maryland 


23. FUNERAL DIRECTOR’ W SIGNATURE Bye "4S a R'S SIGNATURE 
5 t winrfeid, Maryland : ws ff 
CG. Me Waltz, y beD elisd) Yos¢e 


Le AVTNg 


8 
eee 
ty, 2195 1 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Poge 


XX 


irectar, 


N 


by the funeral di 
ind 2 should be filed with. 


© 


Poge: 


ler death. 


ft 


Then pleose remove carbon papers. 


icate hos been signed by the attending physician ond completely 


auld be detached for use os the buriol-transit permit. 
the registror prior ta buriol, cremotion, ar removol, and in any event within 724fq 


poge 


a 
I 


) 


Oo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (J) LO 8 
? 4635 CERTIFICATE OF DEATH ae Ves 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
STATE Maryland b. COUNTY 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Baltimore 3Vo /- 


d. STREET ADDRESS e. Bh Rays 4 
212 We North Avenue ves C] Nog) 


1. PLACE or DEATH 
a ai Carroll MARYLAND 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b 
RURAL ond give nearest town) 
He: on. 3 days 


‘d. NAME OF HOSPITAL (If not in hospitol. give street oddress) 
OR INSTITUTION z 


Henryton State Hospital 


3. oS. First Middle lost 4 ees Month Day Yeor 
{Type or print) Millie Snowden dam February 19 19 57 
5. SEX 6. COLOR OR RACE |7- MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (tn years if UNDER 1 YEAR| iF UNDER 24 HRS. 
joxt birthday) | Month: ine 
Female Negro _|wivoweo[R _oivorceo 7-11-1877 wf a 
100. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
None Frederick, Maryland Ue Se Ae 
13, FATHER'S ie 14. MOTHER'S MAIDEN NAME 
William Richardson Kate Brown 
15. WAS DECEASEDEVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, no. oF unknown), {IF yes, give war or dates of service) 
No None Millie Snowden = Patient 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond {c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED By; 
iMMeDiAte cause Hemorrhage 
‘ DUE TO 
Conditions, if any, which {b} 
gove rise to immedioe( oo 
cotfse {0}, stofing the under: a 
lying couse lost. g__ rar adv. bilateral pulm. TB with cavitation 
$ Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19- eecraeee. 
= 
é yves(] not] 
= 200. ACCIDENT WAS UNDERLYING O) 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury In Part tor Port if of item 18.) 
& [OR CONTRIBUTING (J CAUSE OF DEATH 
G [IF EITHER, NOTIFY MEDICAL EXAMINER) 
F 
& [20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) {Ci {State| 
$ , 5 : 7 , form, | 20. ‘ount ) 
rat Hour a.m. While Not while factory, street, office bldg., etc.) | il 
= pom. 19 lot work (J of work J H 
21. | certify that | attended the deceased from_JULY 275, 1939. to_ 2195... 19.57..that | last saw the deceased 
alive on__._. Fee 19» ATs 8 = 195% ;-. and that death accurred oth2335Am, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
no, __________Henryton, Maryland 


tate Hospital, Henryton, Md. 


Naw tyes) D¥e Tom F. Vestal, Supt. 


22d. LOCATION (City, town, or county) (State) 


R 
9 moO. pan na ——) 

2da, REC'D BY REGISTRAR R 

pate 2-20=57 0 ef adorns hha 


VX Avauns 


it es 


D4, ~ 61 


< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death. Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 1 699 
“7686 CERTIFICATE OF DEATH erg 


oa 
A 


e) 


se 
3 iF erie hase 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Fy 0, COUNT 0. STAT b. COUNTY 
58 Carroll MARYLAND ‘land Carroll 
3 8 b. ci OR Town (if ovtide ARES limits, write] ¢. 14ENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
uv om Live neo} yw 
52 Rural, fir, Westminster Life Rural, Nr. Westminster x 
= 2 d. eon: {If not in hospital, give street oddress) d. STREET ADDRESS / e aera ee 
3s Wes ster, Md. R. D. 1 Westminster, Mde R. D. 1 ves [} NOT) 
UD 
e 3. NAME OF First Middle. lost 4. DATE Month Doy Yeor 
5 (Type oF print Maggie Je Sterner Stan 2/8/57 19 
es S. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED [-] | 8. DATE OF 8IRTH 9. AGE (In years IF UNDER 24 HRS. 
= lost birthday) Days Wan 
Female White wioowen F# —ovorceoQ) | 5, 1879 7 ath ale 
— 10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
x during most of working life, even if retired) 
{ Hous: e, Retired, Om home. |Carroli Gos, Md. U.S.Ae 
\ , }. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
: Edward Leese Leah Brillhart 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT“) nay 0 i AT? / p Address 
) (Ye, 0, oF unknown), UF yes, give wor or date of service) 
No None Mrs. Chester Petry Westminster, Md. R.D.1 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (cl.} N’ ey TWEEN 
PART 1. DEATH WAS CAUSED BY: " Z AND DEATH 


IMMEDIATE CAUSE a Saco a ees 
ra = Cee 


DUE TO 


Then please remave carbon papers. 


fé 
Conditions, if ony, which 
gove rise to immediote 

cote (0), stoting the under. ( OVE TO 
lying couse lost. © 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa} |19. Be AUTOPSY 


‘ORMED?, 
ves] Nofy 
20a. ACCIDENT WAS UNDERLYING C]__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 16.) 
‘OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stotey 
HOGA Moai eRe adie seeing foctoty, street, office bldg., etc.) ! 
p.m, 19 Jot work (J ot work H 


21. | certify that Lattended the deceased fram... 22%, 192. Seer 7) 19.____,that | last saw the deceased 
alive an__. EG lil ary | _, and that death accurred at. 4&2» fh, trom the causes and an the date stoted above. 


a 0 = | apie aaa a or \, stote) b DATE SIG 
stn YE Perec Fg Let ty, Mh 
mm LOS Cn (Semele oe fester le~ fad 
Ro. PSU cea 2b. BETTS 22c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION ( town, or county) (Stote) 

Burvai 7 St. Marys Cemetery Silver Run, Carroll Co., Md. 


=] 
2 
e oe, INERAL DIRECTOR'S SIGNATURE”. 9 ‘ADORESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR ee 
‘ 
ANS (4 \ Y dh. Li ‘torm. ~ yo hu 
BM ON eka ALPALQ ttlestom, Pa. vate 2 —5-\ LNGA ( 


‘ate has been signed by the attending physician and completely 


|, ¢remation, ar remaval, and in any event within 72 haurs ofter death. 
MEDICAL CERTIFICATION 


auld be detached far use os the burial-transit permit. 


tained by the haspital ar attending physician. 


L DIRECTOR: After this cert 


¥ 


the registrar priar to buri 


poge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours efter decth; Page 4 


1 MARY ) STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01700 
ed Items 8.9:G 220 i 5 : CERTIFICATE OF DEATH Reg. Dist. No. 


sé 
3 x : ae 2. a eed {Where deceased lived. IF institution: Residence before odmission) 
oro o °. b. COUNTY 
32 Carroll isch ryland Baltimore City Vv 
ry b. CITY OR TOWN (If outside corporote limils, write | ¢. LENGTH OF STAY IN Ib cc. CITY OR TOWN (If outsid He limits, write RURAL ond give nearest towr 
5 3 , ee RURAL ond ove oe nectiy ‘po! ‘“ (! ide corporote limits, write ond gi 
22( i Sykesville bince 8-156 ‘altimore 32Vo/-4% 
se : a. NAME OF HOSPITAL (IF not in hospital, give street oddress) ‘d. STREET ADDRESS ‘@. tS RESIDENCE 
= - OR INSTITUTION ON A FARM? 
a ig Springfield State Hospital 620 io e ves F] No 
2 
3. NAME OF First Middl 4. DATE 
r DECEASED | uh iddle lost ie Month Doy Yeor 
‘4 doctor icab Marie Estella Wate DEATH secong 19 
Ey S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | & DATE OF BIRTH 9. AGE {In yeors [IFUNDER 1 YEAR| IF UNDER 24 HRS. 
a lost birthdoy) er 
F W wiboweo LY —_bivorceo [] g15. 46 80 Ht 76 ye. eer eS 


1Go. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


“ housewife ai echoslova 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Bilek Anna Ka‘trVst/ KARA 


I ‘ 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
) {Yes 90. oF unknown), {IF yes, give wor or dates of rervice) 
_4 unkn okn Hosnital Rerord 


72 hours ofter deoth. 


re 


. Then pleose remove carbon popers. 


= 18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond (a.] CRN Dou 

= PART I. DEATH WA: ey: 

sg ART I: OATH MeDIATE cause (oy _Upertensive cardi 

g } ERK 

> ns, iF ony, which wy Cerebrova 

co] to immediote 

£ cose (0), stoting the under ( DUE TO 

2 lying couse lost. (ch 

-. Fa Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)| 19. SECe 

3 ols Chron.brain syndr. assoc.with cerebral arterioscler. with psych.react.| sf) now 

F = 20e. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Porl | or Port tl of item 18.) 

q = 

< & [OR CONTRIBUTING OO CAUSE OF DEATH 

°o U {UF EITHER, NOTIFY MEDICAL EXAMINER) 

s % |20c. TIME OF INJURY Month, Dey, Yeor ]20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, 1201 {City or town) (County) (Store) 

= a esr. sours While. eaINatorkite foctory, street, office bldg., etc.) | 

§ = p.m, 19 [ot work [J ot work t 

3 

3 21. | certify that | attended the deceased fram____.Augel,195f9____, to._Hebr.1,___., 19.577.,that | last saw the deceased 

5 alive an__.____-___-2ele 1 ieee and that death accurred at2s30_A.M, fram the causes and an the date stated above. 
- ADDRESS (Sireel, city or town, stote) DATE SIGNED 

2 

B ] | [Senator Za Meticn~d Lu+th-ertos yo Springfield State Hospital 222257 

a 

5 PHYSICIAN'S 

2 Name (type) Edmund Lusthaus  Belkgset) Ta ie eee Se 

iy Ro. FEROVAMLEe 2b. DATE THEREOF ‘22, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, lown, or county) (Stote) 

_ a 

= 3 e 225557 Oaklawn Cemeter Baltimore, Maryland 

23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2d. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
\ i e 
VS AIS William Cook, Inc., 1217 St.Paul Street. patel e-S7 fae 4 


$A fvaund 


[ & ay 


, aN 


1 


by the funeral director, 
1d 2 should be filed with. 


Pages 


Then please remave carbon papers. 


joined by the haspital or attending physician. 
: After this certificate has been signed by the ottending physician and campletely f 
ould be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 
iL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 01 70 1 
2 CERTIFICATE OF DEATH Reg. Dist. No. 


Ww Hoste O¢ TH 2. USU. AL RESIDENCE soy leceased lived. If ounty 4] idence before 
oSip f’ b. COUNTY tg oy” 
MARYLAND. 
ll WLELE MLA A LOL 
Zi ¢, LENGTH OF STAY IN Ib 3 If outside i limits, ¥ ‘ite RURAL ond give nearest town) 
s Y, 
Us tacts OA A Ye. Lib MK oe fa: ff 

d. NAME OF HOSPITAL (If not in hosp ive street address) d. STREET ADDRESS e. 1S RESIDENCE 

tn OR INSTITUTION rs } ON A FARM? 
yes [] Nog 


3. NAME OF 4 
NAME OF = First 27 Middle a Date fees ‘co 
(Type or print) o mt (Sige DEATH e 19.$7 


5. SEX L oem R RACE | 7. MARRIED [_] NEVER MARRIED [7] | 8. DATE OF [x 9. AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS, 
fo / Jost sida ‘Months Hours | Mi 
oivorced (] q7- / 
3 To [fe kind of work done Yap KIND. OF BUSINESS OR INDUSTRY |1?. BIRTHPLACE (Stole or forgign country) 12. CITIZEN OF WHAT COUNTRY? 


if vetired) 


VL 


eased pec om <i Le 
t< AA OT ee 


I 15, WAS DECEASED EVER pay S. ARMED FOR S? [)6) i SECURITY NO. |17. INFORI fee Cee Address 
£ fer, no, oF unknown) oF dates of service) j 26 l/ 
4 0 S- 10-71% Mas Needy - Kltiite ch 
18. CAUSE OF DEATH wii ‘only one couse per line for (0), (b), ond (c).] O) INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: baie ee ag. 
IMMEDIATE CAUSE (a) 


1x DUE To “=i 


Conditions, If any, which 
gove rise to immediote 
couse {a}, stoting the ynder. ( OVETO 


lying couse lost. eC 


3 Parl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]}9. WAS AUTOPSY 
, 3 yes] no{) 
& |200. ACCIDENT WAS UNDERLYING C]__ ]20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item TB.) 
| OR CONTRIBUTING [J CAUSE OF DEATH 
G |e EITHER, NOTIFY MEDICAL EXAMINER) 
i 
& |20c. TME OF INJURY Month, =e Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form 1 20% (City oF town (County) (Grote) 
ray Hour a. m. While Not ste factory, street, office bldg., etc.) 
2 Pom. lat work [] ot work H 
21. | certify thot 1 attended the deceased a ois ... 1947, to Reb 8... . 19.57Z.thet | lost sow the deceased 
alive on__Fe) | ie a and that death occurred at 3.2 302M, from the causes and on the date stated obove. 
: hi ADDRESS (Street, city or town. state) DATE SIGNED 
ACTUAL : 
SIGNA’ MD. Manchester, 7 Way... 2 22/9/59. 2: 


PHYSICIAN'S 


NAME (Type! , pee ee Se A ee ne eee 


Ze. BURIAL: CREMATION, [220, DATE oe tH we, NAME OF CEMETERY OR Bly 22d. LOGATION (City, town, of county] Stote) 
MOVAL (Specify) “D ef) yy 2A (Stove) y 
COg i a Oe Gat a 
eee DMCTORS SK do. Ke 3 REGISTRAR b Sen 7 RAR'S SIGNATURE 
Ss zy (_loare POA 7=S" i, To 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { 17 02 
» 16395 CERTIFICATE OF DEATH BLA 


1 


owl 


ge fj 
2 cy 4 % 1 Aa iy 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
© 5 \ °. °. b. COUNTY 
32 ) Carroll eee Maryland xx xe 
Be b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
52 RURAL ond give neorest town} 
Se Sykesville #2 2h Yrs. Baltimore 4 34 
= 2 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
= OR INSTITUTION ON A FARM? 
BS ) Grand View Mansion sville #2,Md¢ 4431 Alan Drive ves 1 No 
2 |__uFand View Mansion, 
1” 3. NAME OF First Middi ‘4. OATE ve 
& DECEASED. 3 see lot ce Month Day ear 
A Crype or pret Bertha Weide! Wienert dam Feb 27.187 
é 9. AGE (In yeors IF UNOER | YEAR| IF UNDER 24 HRS. 


lost ‘pen Min, 


yes. 


$. SEX 6, COLOR OR RACE |7. MARRIED 1] NEVER MARRIED [-] | 8. OATE OF BIRTH 
Female Whkte —|wiooweoKj —oworceo} | July 26, 1874 
100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 
none xXXX Ohio 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Peter Goerke 


Anna 
3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= (Yes, no, oF unknown) UNE yes, give wor or dates of service) 
g > 7" xxXxxX Gertrude Hinnrichs 4431 Alan Drive, Baltimore 
= t eed Pence a 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).} . Ey eraleeeNl 
PART |. DEATH WAS CAUSED BY: 
ee Woe Hypertensive cardiovascular disease with 
UU 3X oaKro 
Conditions, if ony, which ( 
gove rise to immediote 


cotse (0), stoling the under- 
lying couse lost. © 


12. CITIZEN OF WHAT COUNTRY? 


Ue Ss. 


Then please remave corbon papers, 


the registrar prior ta burial, cremation, or removal, and in any event wii 


DUE TO 


advanced senile changes 


ronsit permit. 


IRECTOR: After this certificate has been signed by the attending physicion and completely fi 


< 
5 
3 5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
g 2 os PERFORMED? 
f= 
£¢ Nx ves] no] 
oo  [20c. ACCIDENT WAS UNDERLYING [J [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Por! Il of item 18.) 
208 3 
can. & | OR CONTRIBUTING L) CAUSE OF DEATH 
gee © | ((F EITHER, NOTIFY MEDICAL EXAMINER) 
SE8 & [2% TIME OF INJURY “Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, form, 1 20f, (City or town) Coun (Stote 
« ty) ) 

5.28 rey Hour 0, m. White Not while foctory, street, office bldg., uf 
si? g pom. 19 lot work [] ot work (J ’ 
‘rss 
$i 21. | certify that | attended the deceased fram...30 August _, 19_54, to___27_Februaryio 57 thot | last saw the deceased 
£ es a 
= 3 alive on_27_Febr oe | wee, and that death accurred at 2200 Ay, fram the causes and an the date stated abave. 
= 3 ADORESS (Street. city of town, stote) DATE SIGNEO 
a ACTUAL 
yes | SIGNATUR mo. ......... eiberty Road 
£a2 

> 

° 


L 


Nimcttyes Wie He Lawson, Jre, M.D. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The tow requires thot the death certificate be executed within 24 hours ofter death: Page 4 


i Ez ME OF CEMETERY OR CREMATORY yeep (City. sown, of county) (Stote) 
SIO f ech 2 . ‘ 
ree (eevvige |3B///5 ALEALLT AS Lz La. IK 
= Per DIRECTOR'S SIGNAT PES ‘ADDRESS (io ee ed URE 
J ait ; ft 
1s ; Hy 3 ie UD hy 
Wis! 0 LAF, MLEZKE, YO | Leb pro (Bk) ©. Aare : 
eeeG60ee6V6e6303e—e6(3ea00MN0NRw=@a@w0”0*—S eee SSS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 E703 
* 7690 CERTIFICATE OF DEATH Rag. Dit No. 


1 bag ola ra brie RESIDENCE (Where deceased lived. If ir lion: Residence before admission} 


0. STATE b. COUNTY 
Carroll MARYLAND Maryland : 


b. CITY OR TOWN (iF outside corporate limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 


Sykesville moe 15days Baltimore 23, Maryland 3 Vo - y. 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 


OR INSTITUTION 
PRINGFIRED Te HO },00 W, Lexington St. ves NO Gt 


3. NAME OF First i ! 4, DATE 
DECEASED " ues bos! Month Oey Veer 


OF 
(Type or print) Louis Arthur YOUSE deaTH ~=Februa 28 1957 
8. DATE OF BIRTH 9. AGE in yoo a RI IF UNDER 24 anes. 
fos! v) [Months] Do, 
2-22-79 78_ ys. hese col Fld ie 


J Wo. USUAL OCCUPATION = Tid ‘of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g post of working even if retired) 7 
United States 


i EL {faa 
~ me : 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Christian Jacob Youse Louisa Ebert 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(Yes. po, oF unknown), {IF yes, give war or dates of service) * - F 
d No 216-03-76h2 | Springfield State Hosp. records - Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (e.] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: + 
IMMEDIATE CAUSE (0 ¥ 0 Minutes 


uf 2a, | DUE To 


Conditions, if ony, which w— Chronic Myocarditis 


gove rise to immediote 
cotse (0), sloting the under. ( DUETO 
lying couse lost, tc 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL Weve CONDITION GIVEN IN PART 1{0}/19. WAS AUTOPSY 


Chronic brain syndrome asSociated with cirpulatory d urbance, with cere— PERFORMED? 
tz Q it on vith nsyrho yes(] No 


209. ACCIDENT WA UNDERLYING ja} . DESCRIBE HOW INJURY OCCURRED. {enter ar of injury in Port | or Port I of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, ; 20f. (City or town) (County) (Stote} 
Hour 9. m, While Not while foctoty, alreet, office bldg., etc.) } 
p.m. 19 fot work [7] ot work [J 


21. | certify that | attended the deceased from.__._7-13. . 19.56, tor , 19.2 Lthat | last saw the deceased 
alive on__2=-.2£ ae eae and that death occurred at 12.2),5PM, fram the causes and an the date stated abave, 


ADDRESS (Street, city or town, slate) DATE SIGNED 
1 
/ ae 2 aap mo. Springfield State. Hospital 2 2-28-57 
NAME (tyes) Ma _oykesville 


720. BURIAL, CREMATION, | 726. DATE jin f OF CEMETERY 8, CREMATORY "Ze CATION , town, or county) (Stote) 
A IMOVAL (Spegify) 3 be Zz Loos f 
sim so, og & VLEs ea 


23. Ful L Wjteen., CTOR'S SIGNATUR! 1 uf. SS, Qa, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


| Lbetberene Chor, pe [21 7AAT OL FOF | once f5/ bP fbf Ld, & noe 


iled (< 


ge 4 
tor, 
a 


by the funeral direc! 


© 


thin 24 hours ofter deoth: Pa 
Pages 1 and 2 shauld be 


\ 


Then please remave carbon papers, 


igned by the attending physician and completely f 


MEDICAL CERTIFICATION, 
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R ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 
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RECTOR: After this certificate has been signed by the attending physician and completely filled 


page 3 shauld be detached far use as the burial-transit permit. 
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Then please remave carban papers. 


shauld be filed ‘aa 


in 72 haurs after death. 


the registrar priar ta burial, cremation, ar remaval, and in any event wi! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = (} 1 704 
: ‘69 CERTIFICATE OF DEATH 


Reg. Dist. No. 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before odmision) 
°. °. b. COUNTY 
4 MARYLAND ids CARROLL 


¢. CITY OR TOWN (If outside corporote limits, write RURAL and give neares! town) 


PAL WESTAUINSTE RXR 


outside corporote limits, write | ¢, LENGTH OF STAY IN Ib 
31 town) rs my 
MS ZOE S © 


d. NAME OF HOSPITAL iIf not in hospitot, give street Sine d. STREET ADDRESS pe. IS RESIDENCE 
OR INSTITUTION = i 4 ON A FARM? 
if). <A "i / ves (] No 
3. NAME OF Middle 4, DATE Month Doy Yeor 
DECEASED > OF ; ie 
(type or print) Pir rr 2 re H. tb. pan FE ye, le 19> Vi 
5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED ([] | 8. DATE OF BIRTH %. Comte? IF UNDER 1 YEAR] IF UNDER 24 HRS, 
jost Biri ee Month: Mi 
VY/ wiboweo [] _—ooivorceo AVG, 16-183 CF pee ee pe: 
fi di 


10a. USUAL OCCUPATION, (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ey most of ea life, even if retired) 4 
tT EAIPITE R I~ >. SA. he 


hi FATHER'S NAME 14. MOTHER'S MAIDEN NAME 3 
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RS ig, WAS DECEASEDEVER INU. S. ARMED FORCES? [16 SOCIAL SECURITY NO. [17, INFORMANT ; ; } addres 71> 
fet. ne. ofgunh YA, give wor of dates of rervice) a ZA 
TO NONE AARY i, Z/16 STRuUNSTE Re DI 


1B. CAUSE OF DEATH [Enter only one couse per fine for (0), {b). ond (€).] ; ‘ sun petween 
H 
PART |. DEATH WAS CAUSED BY: pry, 
j IMMEDIATE CAUSE (q Ap Irt 6 ALLAA me ot AMV} ave 
oe } DUE TO .\ f\ Al i) 
Conditions, if ony, which ew IAI ar VM VI ra am AAD) 
Qove rise to immediote e- F UCC: ae 
couse (a), stoting the under { OUETO ~ Ramp ( bey 


lying couse lost. 


Past WW. OTHER SIGNIFICANT CONDITIONS GQNIRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vay} 19. ve, ey 


4 PERFORMED’ 
AL\ NRA KRRAALREA|M ves 1] No 


20a. ACCIDENT WAS UNDERLYING 1) od SCRIBE HOW INJORY\OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, {20 (City or town} (County) * (Stote) 
Hour 0. & While Not while factory, street, office bidg., 
19 lot work [1] of work [] rf 


4 
at me |e the deceased from WOR [5 ve eG Ve IB Fhor | tost sow the deceased 


olive an. om 122... j--, and that death occurred of LY FAM, Fate the causes Gnd an the daie stated abave. 


70 ADDRESS (S1y cityor town, state) 
Aca NYO 0A Nps a bre, eae 
yee iXee WA) A\ Kem 9. Wear AE 


Bw ee A AST AN AS mE 
To. Jenin pect ‘2b. DATE THEREOF Wc. NAME OF. _FEMETERY ‘OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 

fe) specify’ 19 * = a : ; 
TAY 2-19-1957 | PIPE resi LEMETEL MLO] ou Pp. 


ERAL Cane SIGNATURE 3 ADDRESS 2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


MEDICAL CERTIFICATION: 


Ey fla Le Vata Or a le fl pate 2-24. Crtted fh lye. 
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